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weight control 
breakfast 
important 


MEMO—+this booklet is based om It is estimated that twenty-five million people 
current research and is edited by @ in the United States are overweight. The leaders 
leading authority. in the medical profession and in the public health 


field consider this a serious health problem and 
are engaged in a corrective educational program. 


Included in this program is new recognition 
of the importance of the morning meal in reduc- 
ing diets. Recent scientific studies have demon- 
strated that a good breakiast is the key to any 
successful reducing diet. Yet over the past years 
faddist and “high-fashion” reducing diets have 
contributed to the neglect of breakfast, which 
science now reports was harmful. 


As a contribution to the nation-wide weight 
control program, the Cereal Institute has pre- 
pared a booklet titled, “Breakfast in the Modern 
Reducing Diet.” It is available to you free on 
your letter of request. If you would like 25 free 
cop’es for your own use and distribution please 
so state in your letter and we will send them 
immediately, 


The subject matter in this booklet is based 
on current scientific and library research and is 
edited by a leading authority. It covers the 
weigh: control problem in an interesting, sound, 
and true manner and is sttractively illustrated. 
Write for your free copy today. 


CEREAL INSTITUTE, INC, 135 Soath LaSalle Street, Chicago 3 
A research and educational endeavor devoted to the betterment of national nutrition 
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ear infections 


uN 


The demonstrated bactericidal 

action of ‘AEROSPORIN’® 

OTIC SOLUTION against Pseudomonas 
(pyocyaneus) and other gram-negative 
bacilli,* Streptococci and Staphylococci, 
together with its action against 
certain fungi, provides a new and 
effective approach in the treatment 
of ear infections. 


*Bactertological examination of infected ears 
almost invariably shows overgrowths of 

gram negative bacilli, particularly Peeademonas 
(Pyeeyaneus), with oerasional fungi. 


Polymyzin B Sulfate OTIC §S OLUTION 


Ste rile 


Bactericidal 

Hygroscopic 

Optimum pH 

Low Surface Tension 

Low Index of Sensitivity (Allergic) 


Available in 10 ce. dropper bottles 


71. Salvin, and Lewis, M.L.: External Otitis 
with Additional Studies on the Genus Pseudomonas, 
4. Bact. 51:495, 1946. 

2. Hayes, M.B. and Hall, C.F.: The Management 
of Otegenic Infection, Tr. Am. Acad. Ophth 
$2:149, 1047. 

3. Senturia, B.H.: Diffuse External Otiti«: 

Its Pathology and Treatment, Tr. Am. Acad. 
Ophth. 54:147, 1950, 
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Kumble EXAX RETESTED Flask, No. 28015; 
Cylinder No. 20030; Burette No. 17030. 


LEADERSHIP is our tradition 


Tue First scientific glassware blown by a 
Kimble master craftsman began the tradi- 
tion of accuracy, durability and superb 
workmanship expected today in every 
product bearing the Kimble name. For 
Kimble was founded to give America the 
finest scientific glassware in the world. 
Leadership in quality has, as so often 
happens in American industry, fathered 
leadership in quantity. Kimble’s volume of 
scientific glassware today perfectly illus- 


trates the well-known old saying . . . to 
get more, give more. 

If you have a hand in the equipment of 
any laboratory from that of a small school 
to a highly technical organization engaged 
in the most exacting nuclear research, in- 
sist on Kimble precision glassware of the 
accuracy that the work requires. 

You will find that because leadership is 
our tradition, maintaining leadership is 
our business. 


KIMBLE GLASS COMPANY 


Subsidiary of Owens-Illinois Glass Company 


Toledo 1, Ohio 
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RELIABLE ADVERTISEMENTS 


what is known 


Nydrazid has greater potency 
against the tubercle bacillus than 
any other known compound, 
both in vitro and in experimental 
animals. Clinical results are en- 
couraging. The effect on fever 
and general status is often dra- 
matic. Roentgenographic im- 
provement occurs often, but is 
generally slower than in patients 
treated with streptomycin. 


Salient facts on the new antituberculous drug... 


NYDRAZID 


Squibb Isoniazid 


what is not known 


It is too early to predict what the 
long-term effect of Nydrazid will 
be. Presumably chronic lesions 
will not respond better than they 
do to streptomycin, except inso- 
far as Nydrazid penetrates better. 
Nydrazid and streptomycin ap- 
pear to have add)tive effect in vi- 
tro, but it is not known how effec- 
tive such a combination will be 
in clinical practice. 


Tubercle bacilli with increased 
resistance to Nydrazid have been 
isolated from patients. Resistant 
organisms can also be cultured 
in vitro, but this phenomenon is 
virtually eliminated when cul- 
tures are exposed to ptomy 

cin and Nydrazid simultaneously. 


The clinical implications of bac- 
terial resistance are not complete- 
ly known. Patients harboring re- 
sistant organisms may continue 
to improve under treatment. The 
question of delaying the emer- 
gence of resistant bacilli by com- 
bined therapy must await further 
study. 


Toxicity 


Nydrazid is supplied in 


bottles of 100 and 1000. 


SQUIBB 


50 and 100 mg. scored tablets, 


For further information on Nydrazid 
send for the Nydrazid Abstract Folder. 


Toxic reactions to Nydrazid are 
chiefly due to stimulation of the 
central nervous system. They are 
negligible in the therapeutic dose 
range, except in patients with 
convulsive tendencies. 


It appears probable that central 
nervous reactions to Nydrazid 
can be controlled by barbiturates. 


drug, it is not known what sensi- 
tivity reactions may occur. 


NAME 


E. R. Sourss & Sons 
745 Fifth Avenue 
New York 22, N. Y. 


Please send me a copy of the Nydrazid Abstract Folder. 


ADDRESS. 


CITY. 


But with continued use of the 
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FOR 
Heterophile Antibody Tests 


USE 


CERTIFIED 
Preserved Sheep Cells 
Guinea Pig Kidney Antigen 
Beef Red Cell Antigen 


Detection of Infectious Mononucleosis 


CERTIFIED BLOOD DONOR SERVICE 
146-16 Hillside Avenue Jamaica 2, New York 
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RELIABLE ADVERTISEMENTS 


PROTECTION 


“Available to ALL DAIRIES | 


The Sealright Co., pro 
vides a one-head hooding machine 
which is especially designed for small 
dairy use. This smaller model of the 
famous Sealon Hood applying machine 
which is being used by so many of the 
country’s larger dairies, now makes it possible 
for all dairies to protect their milk with Sealrights 
sterilized tamper-proof closure which completely 
seals the entire pouring surface. 


Another New SEALRIGHT Sanitation Feature 


The ordinary water spray in dairies is of low pressure variety 
and attempts to wash off excess milk on bottle top with excess 
water. The new Sealright, high-pressure, low-water volume Dri- 
Spray cleans and dries bottle tops without getting into a messy 


dairy operation. 


Sealright 


For dairies not “yet equipped with 


Sealright Co., Inc. Sealon machines these Coverite Caps 

Fulton, N. Y.—Kansas City, Kansas the best in closures 

of this t pr t, 

double: thick construction, was im: 

* if. pregnated stoc serve to 

Canadian Sealright Co., Ltd. out dirt, dust or moisture. 
Peterborough, Ont., Can. 
/ 
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The Vital Story of Bread Enrichment 


by Science Writer 


1951 marked the Tenth Anniversary of the white 
bread and flour enrichment program in the United 
States, This ten-year experience proved the success of 
a program which used the combined talents of bakers 
and millers, nutritionists and physicians, diet experts 
and chemists . . . an inspiring example of how a - 
food is made ‘better in the 
American way of free initia- 
tive and cooperating effort. In 
fact, the value of enrichment 
is so highly regarded that over 
one-half of our states and sev- 
eral territories have already 
passed laws making its use mandatory in all white 
bread and family white flour sold commercially in 
those areas. The Council on Food and Nutrition of 


the American Medical Association is on record as © 


supporting enrichment as is the Food and Nutrition 
Board of the National Research Council. 


“ht is encow g and gratifying to compare the 
health of the Sian people today with what it 
was 10 _— ago,” said Elmer L. Henderson, M.D., 
President of the American Medical Association. 

“And I do not think it is too much to say that a 
very important part of the more buoyant health and 
the increased mental and physical vigor the American 
people enjoy today can be directly credited to the 
enrichment of bread with essential vitamins and min- 
erals.” 

The skeptics, “food faddists,” and others who de- 
manded proof that enrichment benefited the public 
health were again answered emphatically when the 
dramatic results of a long term nutritibnal study in 
Newfoundland were made public. 


What is enrichment? Before answering that question, 

let's note two indisputable facts. 

Fact No. 1—Americans generally want beautifully 

fine, white bread. 

Fact No. 2—In milling and processing wheat to get 

this white flour which the public demands, some nu- 

tritional values are unavoidably lost. 
Enrichment is the process 
which restores the follow- 
ing vital vitamin and min- 
eral values to the finished 
white bread or milled white 
flour: thiamine, riboflavin, 
niacin, and iron. Calcium 
and vitamin D may also 
be added as optional in- 
gredients. 

Many vitamins have 
been isolated in the laboratory so that the pure sub- 
stance could be studied. Brilliant chemists have “built” 
duplicates of them by complex processes. They are 
identical chemically and biologically with those exist- 
ing naturally. A vitamin is a vitamin regardless of its 
source, just as salt is salt whether it comes from a 
mine or is evaporated from the sea. Large-scale man- 


When writing to 


ufacturing efficiency permits vitamins to be sold at a 
lower cost than if they were extracted from natural 
sources. 


These are the vitamin and mineral factors which 
are used in white bread and flour enrichment: 
Thiamine—also called vitamin B,. This vitamin helps 
to build physical and mental It is essential for 
normal appetite, intestinal activity and sound nerves. 
Ribofilavin—also called vitamin B». This vitamin helps 
to keep body tissues healthy and to maintain proper 
function of the eyes. It is essential for growth. 
Niacin—another “B” vitamin, is needed for healthy 
body tissues. Its use in the American diet has done 
appesr. 
for making good, red blood and preventing nutri- 
tional anemia. 
It is possible to enrich bread by two basic methods. 
One involves the use of flour which is enriched at the 
mill in accordance with the Federal Definitions and 
Standards of Identity. The other method, which is 
widely used by bakers, merely requires the addition 
of a small wafer. 

The Hoffmann-La Roche people manufacture vita- 
mins literally by the tons. To do this they must use 
amazingly complex processes with scientific produc- 
tion controls and the latest equipment, which can fill 
a building a city block square and many stories high. 
Roche combines the enriching ingredients in a form 
known as the Square wafer. It is distributed by lead- 
ing yeast company salesmen throughout the United 
States. 

The Square wafer for 
bread enrichment meas- 
ures 1% inches across. 

It is % of an inch thick. 

Yet it contains enough 

thiamine, riboflavin, nia- 

cin and ivon to enrich 

100 pounds of flour so 

that the resulting prod- 

uct will meet the require- 

ments of all State en- 

richment laws with an ample safety margin. The for- 
mula is as recommended by the Scientific Advisory 
Committee of the American Institute of Baking. 

Here is a suggested statement for white bread labels 
or wrappers which has the approval of the A.B.A. and 
the A.LB.: 

8 ounces of this enriched bread supplies you with at 
least the following amounts of your minimum daily 
requirements for these food 
Thiamine (Vitamin B,) 55%; Riboflavin (Vitamin 
B,) 17.5%; Niacin (another “B” Vitamin) 5 milli- 
grams; Iron 40% 
This information is published by the Vitamin Divi- 
sion, Hoffmann-La Roche Inc., Nutley 10, New a 
Reprints of this entire article as presented to the 
ing industry are available on request. 
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W hat’s 
in a 
Name? 


if that name is 


Sylvana 


if means: 


Rigid control through approval by author- 


@ First in Cardiolipin-Lecithin Antigens. 
* | 
serologists and checked by house standards. 


Routinely used by many state laboratories. 


Largest selection of formulations available. 


Cardiolipin used is produced under license from 


the New York State Department of Health. 


Sylvana 


Sylvana| Chemical Company. Orange, New Jersey 


Producers of antigens for the VDRL, Hinton, Kolmer, Mazzini, Rein-Bossak. Microflocculation and 


Complement Fixation techniques. 
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)Dental Caries........ 


The chart below, based on data from authoritative sources, shows the 
complete inconsistency between incidence of dental caries (tooth decay ) 
and the consumption of soft drinks. Attention is specially directed to the 
general manner in which the rate of soft drink consumption is highest 
where the rate of dental caries is lowest. 


sorties of soft drinks consumed. average annual average Oecayed Missing Teeth. 
per capita, during developmental years iL) of soldiers examined, 1943. (2) 

17 05 

496 


Rhode 15 39 


New Yor*k | 3 38 


Oregon 12 62 
New Jesey | 2 43 
39.1 


New Hampshie 12.15 


Pennsylvania 10 46 
North 10 39 
Mchiga) 27 


57.1 
10.18 


‘Cs 10 12 
64 


Alabama 10.07 
Minnesota 10 06 
West 10.05 


33 


473 


(1) Estimates of consumption of bottled soft drinks developed trom available data of Census of Manufactures, Bureau of the Census (Department of 
Commerce), official population estimates, and industry data, for 15-year period diately preceding mobilizat 

(2) Data on DM teeth from Table | (Average DM Values of 22.117 Soldiers from Forty-eight States), Geographic Variations in Caries Prevalence in Soldiers. 
by Abraham E. Nizel, 0.M.D., and Basil G. Bibby, Ph.D. D.M.D., Journal of the American Dental Association, Vol. 31, p. 1619, December, 1944) 

See also “Medical Climatology,” by Clarence A. Mills, Ph.D. M.D., (Chas. C. Thomas, Pub. 1939), in which incidence of caries is related to climate 
Highest caries incidence occurs in States which Census data show have lowest soft drink consumption, and lowest caries incidence occurs in States 
which such data show have highest soft drink consumption 


| 
| 
2 
Massachusetts 12.06 65 
Wisconsin | | 98 505 
59 


, Incidence Entirely Unrelated to 
Consumption of Soft Drinks 


MERICAN 
BSOTTLERS 


CARBOMATED 
BEVERAGES 


American Bottlers of Carbonated Beverages 
WASHINGTON 6, D. C. 


Kentucky 
966 
Uta) 9.89 
South Carolina 23 573 
Louisiana 20 4 
Nebraska 914 
North Carolina 8 95 
California 2.93 13 
Mississipp! 8 92 aa 
Nevada 7 90 
Kansas 7 81 
Arkansas 7 76 
New Mexico 7 67 
| 
7.37 
Wyoming 6.69 
Texas 6 44 
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BOOTH 427 - A.P.H.A. CONVENTION - OCT. 20-24 - CLEVELAND 


AQUA TESTER for 

Analyses of Water, Sewage, 

and Industrial Wastes . . . 

Employs NON-FADING Glass 

Color Standards . . . Uses 

COLORIMETRIC So, Approved A.P.H.A. and A.W.W.A. 
COMPARATORS e Methods for pH, Fluoride, 
Employing NON-FADING Iron, Phosphate, etc. 
Glass Color Standards for de 
pH & Chlorine Control, 


The Turbidimeter 
Without Standards 
for 


@ TURBIDITY 
MEASUREMENTS 

@ SULFATE 
DETERMINATIONS 


PORTABLE TWINKIT for 
ELECTRONIC pH Control and 


Chlorine or Bromine 
pH METERS of 


Swimming Pool 
Water with NON- 
FADING Glass 
Color Standards 


INCORPORATED 


877 STEWART AVENUE _ GARDEN CITY, N. Y. 
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RELIABLE ADVERTISEMENTS 


tinea capitis 
“More effective in ringworm 
of the scalp than any other 
topical agent.” 


i 


tinea pedis 
In “athlete’s foot” a 


combined cured and improved 
rate of 95% has been obtained.’ 


Also indicated in 
tinea corporis 
tinea cruris 
tinea versicolor 
tinea of the nails 


Nw! 
Asterol 


5% tincture .. . ointment . . . powder . ‘Roche’ 
sprayed, applied with cation or dusted on 


1. Stritaler, C.; Fishman, I. M., and Laurens, S.: 
Transactions New York Acad. Se., 13:31, Nov., 1950. 


BOFFMANN-LA ROCHE INC+ ROCHE PARK+ NUTLEY 10+NEW JERSEY 
ASTEROL DINTOROCHLORIDE “ROCHE'——BRAND OF DIAMTHAZOLE DIN YOROCHLORIDE 
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“broad antifungal spectrum : 
...good cutaneous tolerance.” 


An important advance mm wound therapy 


Aureomycin Dressing of Davis & Geck is an entirely new dressing for 
wounds such as burns, skin graft donor sites, abrasions, ulcers, surgical 
incisions and wherever a non-adherent dressing with antibiotic action is 
indicated. 


The prime objective in the treatment of wounds is early closure. Infec- 
tion in wounds delays healing. Systemic administration of antibiotics may 
not reach localized infections. Aureomycin Dressing provides, where it is 
needed, a high local concentration of wide-spectrum aureomycin, effective 


against both Gram-positive and Gram-negative organisms. 


Py 
q 
J 
a¥ 
: 
we: 


Aureomycin 


Advantages: 


1. Broad-spectrum —Aureomycin 

concentrates locally the antibiotic which is 
now recognized as the most versatile yet dis- 
covered, with a wider range of activity 
against both Gram-positive and Gram-nega 


tive organisms than any other known 


2. Prevents infection —Water absorbent 
ointment releases aureomycin suppressing 
growth of susceptible organisms already 
present and controlling spread of possible 
subsequent contamination. 

3. Non-adherent and non-macerating—Mini- 
mizes abrasion of healing wounds and 
avoids trapping of moisture conducive to 
bacterial owe. 

4. Promotes healing—It does not interfere 
with healing, as do many chemical antisep- 
tics. Where infection is controlled, healing 
is faster. 

5. Non-toxic — Reactions to Aureomycin 
Dressing have so far not been observed. 

6. Economical—Shorter period of disability 
means a saving in expense and hospital time. 
Aureomycin Dressing may be used wher- 
ever a non-adhering dressing with antibac- 
terial action is indicated. 


Also new Aureomycin Packing— 


e To pack abscess cavities 
(breast, perirectal, sup- 
purative adenitis) after 
incision and drainage. 
e To keep infected or con- 
taminated wounds i 
until infection is under control (empyema, 
acute on local peritonitis, osteo 
myelitis, boils, paronychias, and traumatic 
wounds). 
e For hemostasis. 
In clinical trials a variety of infected meee 
healed promptly after drainage and re 
packing. Traumatic wounds packe ‘es 
with Aureomycin Packing remained 
from infection ard healed aa delaved pri- 
mary closure. 
Packaging: Aureomycin Dressing is an 
8” x 12” gauze dressing of close mesh im- 
nated with 16 Gms. of 2% aureomycin 
ydrochloride ointment. In zach dressing 
r ase are 320 mg. of crystalline aureomycin 
hydrochloride. 
Aureomycin Packing is double selvage-edge 
in x 24” and 1” x 
Cc m auze is impregnated with 4 


Available through D@G's surgical supply dealers 


Willoughby Street, (© > 
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protect them this way... 


for a penny a day 


Complete and adequate protection against 
A and D deficiencies—provided by time-proved 


Acces | COD LIVER OIL CONCENTRATE LIQUID™ 


—at a cost of about a penny a dey; extremely 
palatable. 
eS White’s Cod Liver Oil Concentrate Tablets *— 
— the new, improved taste is so pleasant that 
children like to chew them; low in cost. 
White Laboratories, Inc., 
Kenilworth, N. J. 


*Each drop of Liquid and each Tablet provides the 
antirachitic potency of one *saspoonful of cod liver oil. 
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It’s not just a name... the 
B-D DISPOSABLE BLOOD DONOR SET 
is inexpensive enough to be used once and 
discarded. No cleaning, no sterilizing, no reassembling, 

no danger of pyrogens ... and it offers six important advantages: 


1 Needles and tubing have same inside diameter, permitting 
unobstructed flow of biood at steady rate in a vein-like 
environment, minimizing turbulence. 


2 Smaller intravenous needle for greater comfort to denor. 


3 A new, sharp needle is used for each donation ... no needle 
is used a second time. 


4 System is self-regulating, requires no control mechanism to 
govern flow of blood. 


§ Smaller stopper-puncturing needle minimizes plug cutting 
of rubber. 


6 Unique holder-clamp not only provides shut-off for tubing, 
but also makes possible two-hand, counter-balanced method 


of inserting and withdrawing stopper-puncturing needle. 


The B-D DISPOSABLE BLOOD DONOR SET is supplied 
sterilized, pyrogen-free, ready for use, individually packaged, 
in cartons of 50 sets with 2 holder-clamps per carton. 


Becton, Dickinson AND ComPANY 
RUTHERFORD, NEW JERSEY 


TRADEMARK PEG & PAT. OFF 
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and their valuable influence 
on Intestinal Tract Physiology 


Protopectins, the native form in which pectin exists in certain fruits, 

can produce many favorable changes in the functional activity of the 

intestinal tract. These complex carbohydrates readily undergo conver- 
* sion to pectin in the stomach. After passing into the intestine, the 
a liberated pectin enhances many physiologic mechanisms through its 
Fe colloidal, chemical, and antibacterial properties. 

Daily ingestion of sufficient protopectins can lead to many physio- 
logic benefits. An orange a day is a pleasant, generous source of these 
remarkable substances. In California oranges, protopectins are found 
in the juice sac walls, the fibrovascular bundles, and the segmental 
walls; the juice contains comparatively little. 


A Better Intestinal Environment 


Because of their organic acid content, pectins tend to lower intestinal 
pH. Thus they favor the suppression of the growth of intestinal patho- 
gens, i.e., they exert a bacteriostatic effect. Proliferation of normal 
intestinal inhabitants, however, is encouraged by the release of lower 
fatty acids and galacturonic acid. The colloidal pectinous mass is 
soothing and demulcent in action, physically adsorbing intestinal tox- 
ins, thus proving valuable in the prevention of both diarrhea and 
constipation. 
Improved Nutrient Absorption 

Daily intake of protopectin encourages better absorption of essen- 
tial nutrients. This action is accomplished through a lowering of pH of 
the intestinal contents, a factor upon which absorption of many nutri- 
ents is to a large extent dependent. In the case of calcium, iron, and 
certain vitamins, this mechanism particularly comes into play. Thus by 
favoring optimal acidity of the intestinal contents and by exerting a ‘ 
protective action on the 
intestinal wall, pectin en- 


ables the organism to 
make better use of non- ' 
caloric nutrients such as vitamins and 


minerals, without leading to weight gain. 
Sunkist Growers * Los Angeles, Calif. 


A practical, healthful source of protopectins Su nkist 


California Ovanges 


— 
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OINTMENT. 


SALUNDEK 


Brand of 
ZINCUNDESAL 


An Effective Combination in 


Culbert, et al’, showed the surprising loss of school 
S time caused by Tinea Capitis. Marsh? commented upon 
peaked the “problem of physicians” when M. Audouini was the 
causative organism—as is generally the case. 
Ointment SALUNDEK effectively combines the 
Undecylenic Acid-Zinc Undecylenate “team™* of Desenex 
with salicylanilide*. Offered in a carbowax base, 
incorporating an efficient penetrant, Ointment 
SALUNDEK is rapidly becoming the medication of 
choice® for treatment of stubborn M. Audouini infection 
of the hirsute skin. 


The average case can be cured N 
in only 2 to 4 months.* 


Non-Irritating 
Non-Staining 


References: 
(1) Culbert, R. W., et al: Amer. J. Pub. Health, 
40, 1089-1095 (1950). 
(2) Marsh, ¥. C.: U. S. Armed Forces Med. J., 
1, 1105-1107 (1950). . 
4 (3) Shapiro, A. L., and Rothman, S.: Arch. Dermat, & =z 
: Syph., 52, 166-171 (1945). | 
(4) Schwartz, L., et al: J.AM.A., 132, 58-62 (1946). 
(5) Medicine of the Year, 43, (1949). 
(6) Scully, J. P, et al: J. Invest. Dermat., 
10, 111-118 (1948). 


Complete literature and generous trial supply 
sent on request. 
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NO BORIC ACIO/ 


CHLORIDE 


(METHYL BEMTETHOMIUM CHLORIDE) 


BACTERICIDAL WATER-MISCIBLE - SAFE*?* 


The ever-present possibility of boric acid poisoning by 
transcutaneous absorption, when the skin is broken, indi- 
cates the physician's and nurse’s need of making sure to 
recommend to every mother a “diaper rash” dusting 
powder and ointment containing no boric acid. 


1. Fisher, &. S. “Notes from The Office of the Chief Medico! Examiner,” Baltimore, Md., April, 1951. 
2. Benson, &. A., et al.: “The Treatment of Ammonia Dermatitis with Diaparene,” J. Ped. 34:1-49, Jan., 1949. 
3. Niedelmon, M. L, et al.: “Ammonio Dermotitis: Treatment with Diaporene Chioride Ointment,” J. Ped. 37 5-762, Nov., 1950. 


9) PHARMACEUTICAL DIVISION, HOMEMAKERS’ PRODUCTS CORPORATION, NEW YORK 10, NEW YORK 
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RELIABLE ADVERTISEMENTS 


Are Children Menaced 
By Unclean 
Utensils ? 


Establishments serving large numbers of 
children, and food vendors in proximity 
to schools bear an especial responsibility 
for sanitary service. Children are 
naturally careless and lack the 
discrimination of adult experience. 

Rush periods further complicate 

such food service. 


happen HERE 


In countless such places absolute sanitation is 
assured by OWD Ritespoons. They provide 
the complete utility of metal ware—food is not 
spilled nor wasted. There is no possibility that the 
spoon can be rinsed off and used a second time for 
one use utterly alters both appearance and utility. 
You should have samples-—write for them. 


The true shape of table silver 


The only single service spoon made of selected 
northern hardwood with the true shape and full 
bow! capacity of metal ware. Strong, rigid, taste- 
less, odorless, smooth, perfect in shape and finish. 
Four sizes meeting every food service need, and 
OWD Ritefork. In bulk cartons and cellophane 
over-wrapped 10 cent packages. 
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U.S. P. XIV 
CHINIOFON 


In CHINIOFON TABLETS 


Medicine 


DIODOKYDROXYQUINOLINE 
TABLETS 


In 
Surgery 


COMPOUND IODOCHLORHYDROXYQUIN POWDER 
In its many forms, lodine is widely 1ODOPHTHALEIN SODIUM 
as a diagnostic agent, nutritional aid, 
therapeutic agent, prophylactic agent, 
amebicide, bactericide and 
fungicide. In addition to the mony 
available lodine specialties, the 
following preparations of lodine and 
its compounds are g those official 
in United States Pharmacopoeia XIV 
and National Formulary IX. 


* Scientific Film Available 

The film Skin Antiseptics, Evalvation of Effectiveness 

of Some Widely Employed Antiseptics—is 

available on loan without charge. 16 mm sound. 

Showing time, 30 minutes. Write to TABLETS 

C'vilean lodine Educational Bureau, Inc., 1ODOFORM 

120 Broadway, New York 5, N.Y, POTASSIUM IODIDE SOLUTION 

; POTASSIUM IODIDE TABLETS 
COLLOIDAL SILVER IODIDE 
SODIUM IODIDE INJECTION 
THYMOL IODIDE 


| IODINE 
N EDUCATIONAL BUREAU, INC. 


120 Broadway, New York 5,N.Y. 
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at 


Even though Colonel Abner Doubleday 
of Cooperstown laid out the first baseball 
diamond in 1839, the “great American 
pastime” got its real start in 1845 when 
the Knickerbocker Baseball Club of 
New York drew up the first code 

of rules for the game. 


The Knickerbockers played the 
first match game of record under 
these new rules at Hoboken, N. J. 
on June 19, 1846. Their opponent 
was a group of players calling 
themselves “The New York Nine.” The winner was to be 
the team who first scored 21 runs. This required only four 
imnings and the New York Nine won, 23 tc 1. 


It was in this same year of 1846 that Church and Dwight 
first began their baking soda business. Our product, sodium 
bicarbonate is sold under two brand names, Arm & Hammer 
and Cow Brand Baking Soda. 

Recent research has proved that brushing the teeth with 
low cost bicarbonate of soda reduces L. Acidophilus count . . . 
an important facter in caries control. Soda’s gentle action 
cleans teeth safely . . . used as a gargle or rinse, soda freshens 
the mouth and removes debris. 


Children’s Storybooks —We have « series 
of illustrated storybooks for children. 
They're approved by teading 

educators and the Ca uncil on 

Dental Health. If you would DICH 
like a free supply for your cOmenastunes 
waiting room, just write to ERICAN | 
the address below. 


CHURCH & DWIGHT CO., INC. 


10 Cedar Street New York 5, N.Y. 
BUSINESS ESTABLISHED IN 1846 
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"| like it because 
it’s so easy to take 


the way DACRO P-38 protects 
the milk they buy! 


Housewives all over the country like the many advantages of 
Dacro Protected milk. Dairy operators, too, find that the Dacro P-38 Capping 
System gives them many important savings .. . 
a more profitable operation. 


Covers the pouring lip of bottle 


Dacro P-38 


Lessens the danger of seepage 
Eliminates cap seat 


CROWN CORK & SEAL COMPANY 


DACRO DIVISION e BALTIMORE 3, MD. 
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CAST YOUR VOTE FOR THIS 


When it comes to faithful water treating service, %Proportioneers% “Little Red } 

Pump” is still in a class by itself. The Heavy Duty Midget Chior-O-Feeder has many | 

unique features that pay off in long, trouble-free service: : : 


SIMPLICITY COMPLETE “PACKAGE” 
Minimum of .«oving parts, all easily acces- Includes pump and all necessary acces- 
sible. sories for installation, operation ond main- 
DEPENDABILITY 


Proven in continuous service since 1935. EASY INSTALLATION AND OPERATION 
Anybody can install it; transparent ‘See- 
ANDARDI CONSTRUCTION 
* —= Thru” pumping head enables the oper- 
Built of stock parts, all interchangeable, aetna , 
all readily available from strategically pemping > 
LOW FIRST COST 


located service centers. 
Due to simplified design and stondard- : 


*/.PROPORTIONEERS, INC.'/,, 506 HARRIS AVE. PROV. 1, R. I. 
Please send Bulletin 1201 describing the Heavy Duty Midget Chior-0-Feeder. 


7% PROPORTIONEERS, IC. 7% (P) 
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SANITIZING 
AGENT 


Measures up in every way 
as the quaternary of choice 


‘he sanitizing properties of quater- 
nary ammonium compounds are so 
well known to public health officials In ee 
that little could be said about them dilutions Roccal 


that you do not know. Almost every- 
body in publie health work has cf POTENT 


added the ‘‘quats’’ to the armamen- < 
tarium he uses in his war on disease. w NON-POISONOUS 
The question then is, ‘‘ Which ww TASTELESS 


‘quat’?’’ Are they ail alike? Which 
one can I depend on to do the job af ODORLESS 


expeeted of it every time? wm STAINLESS 
In Roeeal, the original quaternary 
ammonium germicide, you are of- cf NON-IRRITATING 


fered a product that is always uni- 


form in quality because it is made uf NON-CORROSIVE 


under the most rigid controls. Every 
batch must pass the comprehensive cf STABLE 


laboratory tests of one of the world’s 
leading pharmaceutical manufac- 
turers. You can depend on Roccal to 
do a better sanitizing job every time! 


When you specify a “Quat" 
be sure it's Genuine Roccal 


Insist on 
Genuine 


SANITIZING 
AGENT 


esr AN 


SUBSIDIARY OF STERLING DRUG INC. 


1450 Broadway, New York 18, N. Y. 
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ON CALL 


WALLACE & TIERNAN 
FLUORIDATORS 


Wallace & Tiernan is on call to give you 
the same complete service on fluoridators 
that it has given on other chemical! feed 
equipment for the past thirty-nine years. 
When your community is considerin 
the addition of fluorides, W& 
Representatives are prepared to provide you 
with data on the types of chemicals 
which may be used, the selection of the 
point of application, the types of 
equipment available for feeding fluorides, 
and other aspects of fluoridation. 
After the decision to fluoridate has been 
made, W&T can provide accurate, 
dependable Fluoridators—especially 
designed for the exacting requirements of 
fluoridation. W&T’s nationwide, factory 
trained, service staff is prepared to give 
prompt service on all W&T Fluoridators to 
ensure the continuous operation 
of the fluoridation process. 
W&T is On Call to serve you—see your W&T 
Representative for additional information. 


WALLACE & TIERNAN 


COMPANY, INC. 


CHLORINE AND CHEMICAL CONTROL EQUIPMENT 
NEWARK 1, NEW JERSEY REPRESENTED IN PRINCIPAL CITIES 


TO SERVE YOU 
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Is there a sympathomimetic agent 
that will give relief from asthma without 
causing vasopressoc and psychomotor 
stimulation? 


Orthoxine Hydrochloride provides 
bronchodilatation with minimal vaso- 
pressor and psychomotor stimulation. By 
modifying the configuration of a sym- 
pathomimetic amine molecule, the action 
of Orthoxine has been centered mainly 
upon bronchodilatation, thereby mini- 
mizing side-effects arising from vasopres- 
sor or psychomotor-stimulating activity. 


* 


‘LAO xine 


MYDROCHLORIDE 


BRAND OF METHOXYPHENA MINE 


Bottles of 100 and 500 tablets. 
Orthoxine Hydrochloride (100 mg.) tablet 
coatain beta-(ortho-methoxypheny})-isopro- 
pyl-methylamine hydrochloride, a broncho- 
dilator and antispasmodic. 
For Adults: 14 to I tablet (50 to 100 mg.) 
For Children: half the dose 
For Both: Repeat every 3 to 4 hours as re- 
quired 

* Trademark, Reg. US. Pas. OF. 


. . Produced with care... Designed for health 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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Look around in ball parks . . . factories . . . offices . 
schools . . . military posts . . . and you'll find that milk 
is now available in its most aaeeetaiind. sanitary form 
. .- in Canco disposable milk containers. 
The credit for this advance belongs largely to public 
health officials who long ago recognized the single- 
- service milk container as a step to better health. 
The Canco container brings fresh, healthful milk 
where it could not be found before. Its design and 
- manufacture meet the high standards of public health 
officials, and is regarded by Canco as one of its most 
significant achievements in making containers to help 1k 
people live better. CONTAINER y 


New York - Chicago - San Francisco - Hamilton, Canada 


AMERICAN CAN COMPANY Gap 
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Bxcaston of an existing sewage plant, needed to 
meet the demands of increased population and industrial 
growth, may necessarily be delayed by current material 
shortages and building restrictions. In such a case, W&T 
Chlorinators can temporarily help carry the load by improv- 
ing the efficiency of your present plant. 

For example, overall plant efficiency can be increased 
when chlorine is applied ahead of and in the plant. Pre- 
chlorination ensures fresh sewage, giving better sedimenta- 
tion. Plant chlorination aids grease removal, prevents filter 
ponding and minimizes sludge bulking. Disinfection of the 
effluent’: is ensured by post-chlorination—especially impor- 
tant where full treatment facilities are limited. 

These are practical reasons why more and more com- 
munities are using W&T Chlorinators both to temporarily 
increase plant capacity and to ensure better operation of a 
future, expanded plant. 


NEWARK 1 NEW JERSEY * "REPRESENTED IN PRINCIPAL cities 
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Training of State and Local Health Workers 
in a Southern Region* 


HENRY R. O’BRIEN, M.D., M.P.H., F.A.P.H.A. 


Region Ill, U. S. Public Health Service, Federal Security Agency, 
Washington, D.C. 


ARIOUS factors contribute to 
achievement in public health, but 
three important pillars on which the 
health officer builds the roof of such 
success as he may attain are, I believe, 
a sound program, a budget with which 
to implement it, and a trained staff to 
carry it out. The third pillar is our 
present subject. There are even those 
who declare that the right kind of staff 
will evolve a good program, which in 
turn will attract funds. That is a kind 
of a Mark Hopkins facing a student on 
a log in the wilderness idea, which is 
perfectly sound, but not very frequent. 
A health officer may develop a program 
and secure an appropriation, but he gets 
a trained staff very rarely by chance or 
inheritance, usually today by the mod- 
ern equivalent of fasting and prayer, by 
much thought and ingenuity. 
These remarks are the conclusions of 
a study made in Region III in the last 


* Presented before the Health Officers Section of 
the Southern Branch of the American Public Health 
Association, in Baltimore on April 17, 1952. 


six months. The four states of North 
Carolina, Virginia, Maryland, and West 
Virginia, the City of Baltimore and the 
District of Columbia were visited in 
turn. In each case, a large amount of 
training of different kinds was found 
carried on in the various bureaus, divi- 
sions, and sections. For each depart- 
ment a report was prepared and copies 
were sent to the health officer describing 
all the training activities found and 
making suggestions and recommenda- 
tions. The reports bring to the different 
divisions word of what their colleagues 
are doing. From this in turn ideas may 
be derived. With rare exceptions, there 
was keen interest in training of present 
and future staff members, with apprecia- 
tion of its importance and interest in 
methods. 

Broadly speaking, training may be 
divided into.four forms. The first is the 
preparation which the candidate under- 
goes before he applies for a position. 
Fortunately, one who today considers 
working in almost any branch of public 
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health can study the reports of the Com- 
mittee on Professional Education of the 
American Public Health Association and 
guide his winter courses and summer 
experience accordingly. The advice of 
the Committee is reflected in the re- 
quirements of the Merit Systems which 
in stronger or weaker form are found in 
all the states of our Region. We may 
sometimes feel that the minimum re- 
quirements are too low. But the quali- 
fications they present are really great 
achievements. When you as health 
officers engage a new public health 
worker—physician, nurse, engineer, bac- 
teriologist—you are getting a prod- 
uct of years of standard training. You 
may have to fit him further to a particu- 
lar post in your community. You do 
not have to put him through a school of 
medicine or engineering. 

The other three forms of training are 
those which apply after the worker has 
joined the department: orientation of a 
newcomer, formal public health courses, 
accredited or nonaccredited, and contin- 
uing inservice training. The first intro- 
duces a worker to a new job; the second 
gives him background and basic skills 
for his professional work; the third 
process keeps him abreast of new devel- 
opments. Let us consider some exam- 
ples of what our health departments are 
doing with different kinds of health 
workers. 

1. We start with public health nurses, 
both because they are the largest group 
of health workers and because nurses 
have been working harder on training 
problems than the rest of us. 

“Orientation” is defined as prepara- 
tion of a person for a specific job under 
the auspices of the employing agency. 
It acquaints him with administrative de- 
tails and policies, with laws, regulations, 
records and health problems. It should 
be planned and is usually short. It is 
not intended to include instruction in 
postgraduate procedures, but in practice 
it sometimes has to. If a new nurse has 
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not had her course in public health nurs- 
ing, she must be taught how to make a 
home call. This might be called an ap- 
prentice phase, but it is part of the 
beginning weeks for many people. 

In North Carolina the public health 
nursing section has arranged a five-week 
orientation period for every newly em- 
ployed staff nurse. The course has a 
mimeographed outline prepared by a 
committee of nurses from the state, se- 
lected local departments, and the school 
of public health. If the new nurse is 
employed by a large local department, 
she follows this course under the direc- 
tion of her own supervisor. If she is 
in a small agency, she is sent to a larger 
department, approved for field training 
in nursing, where she follows the same 
outline. Her home department pays her 
salary, and the state a per diem. 

Maryland and Virginia, Baltimore 
and Washington, also have planned 
local experience for the beginner, while 
in West Virginia a new local nurse is 
offered eight weeks of orientation at a 
training center in South Charleston. 

Probably the most pressing problem 
of training before nursing leaders today 
is to secure as large a percentage as 
possible of staff who have had a year 
of approved courses in public health 
nursing. To define the problem and 
measure progress in this respect the 
state department of health collects re- 
ports from agencies on the situation on 
January 1 of each year. These are sent 
to the Public Health Service which 
prepares a set of very useful tables. 
From them, a wise director can tell 
whether her educational work is making 
progress, and where effort is needed. We 
physicians would profit by copying this 
device, as would others. 

Figure 1 shows the situation in Re- 
gion III on January 1, 1951, and Figure 
2 the changes in the 10 years since 1941. 
Usually the staff of the state department 
of health is the best prepared, that of 
the local health departments next. VNA 
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TRAINING STATE AND Locat HEALTH WoRKERS 


Ficure | 


PERCENT OF PUBLIC HEALTH NURSES WITH ONE OR MORE 
YEARS OF APPROVED STUDY, JANUARY |, 195! 


SUPERVISORS 
STAFF 


Ficure 2 


PERCENT OF ALL PUBLIC HEALTH NURSES HAVING ONE OR MORE 
YEARS OF APPROVED COURSES IN 194! AND 195! 
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Ficure 3 


LOCATION OF SCHOOLS OF PUBLIC HEALTHO 
AND OF SCHOOLS OF P.H. NURSING*® 
IN REGION 


nurses vary, but boards of education 
usually have the fewest nurses with 
preparation in public health nursing. 

With its higher salary scale the Di- 
vision of Public Health Nursing in the 
District of Columbia is now engaging 
as staff nurses only those who already 
have had this year of approved training. 
Many nurses now on the staff who have 
not had this year take part-time work 
at Catholic University or even in Phila- 
delphia or New York at their own 
expense. 

Other departments have to attack the 
problem piecemeal. Virginia has a suc- 
cessful program. Study leave is granted, 
and some nurses have secured their year 
of training under the GI Bill of Rights. 
The legislature set up a fellowship fund 
for state employees, and in Virginia this 


includes public health employees in most 
of the counties. Last year seven and 
this year two fellowships were obtained 
for nurses on the basis of “adjustment 
to the work and potentialities for future 
growth.” The City of Richmond is 
fortunate in having two courses in pub- 
lic health nursing at the Medical College 
of Virginia available for part-time work. 
The College is also conducting an ex- 
tension course this year for public health 
nurses in and about Norfolk. Extension 
work is especially helpful to nurses with 
family responsibilities. Nurses in Ar- 
lington or nearby can take courses at 
Catholic University. 

Some explanation for the standings in 
Figures 1 and 2 appears in Figure 3, 
showing the location of nearby schools 
of public health nursing. The presence 
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of a school is of very real advantage to 
the District, to Virginia, North Carolina, 
and Puerto Rico. The number of nurses 
in and near Baltimore without recom- 
mended training is large. While Wash- 
ington, Philadelphia, or New York are 
near, it would be very helpful if Catholic 
University or Pennsylvania could set up 
a regular extension service in Baltimore. 
There is an excellent response to the 
courses offered by Catholic University 
this spring. Pittsburgh once offered ex- 
tension courses to nearby nurses in the 
Panhandle of West Virginia, but interest 
dropped. 

North Carolina started an apprentice 
system, under which promising nurses 
were engaged, placed with a specially 
approved local agency for a year, then 
sent for a course in public health nurs- 
ing. Shortage of funds led to the sus- 
pension of the plan this year. Instead, 
North Carolina is looking hopefully to 
the new “integrated” courses of basic 
nursing starting at the University and 
at Duke, to supply qualified staff nurses 
in the future. 

Most agencies now require training of 
a prospective supervisor. Well trained 
supervisors can partially offset an un- 
trained staff, but a high level in both 
grades is needed to deal effectively with 
the varied programs carried by public 
health nurses today. 

It is common for selected supervisors 
to be sent for a short course on care of 
prematures or for a year’s course in 
pediatrics, etc., on an allotment from 
the Children’s Bureau, or other special 
program grants to the states. 

After orientation, inservice training is 
supplied by competent supervision, state 
or local, by planned staff meetings in the 
cities and larger counties, and by at- 
tendance at meetings and _ institutes. 
Virginia emphasizes staff conferences 
with careful planning. West Virginia 
has worked on a series of institutes to 
acquaint its nurses with the new pro- 
grams now placed before them. 


Increasingly, schools of nursing are 
requesting field experience of from 6 
to 12 weeks with a public health agency, 
for their student nurses. A number of 
local health departments in the Region 
have been approved for supervised field 
experience for students in schools of 
public health nursing. Properly man- 
aged, either of these services benefits 
the department and public health in 
general. 

2. Training for a health officer is 
similar to that for a nurse, but is not 
quite so definite. In North Carolina an 
inexperienced physician may have a 
month in one of the stronger health 
departments, before going to a small 
county on his own. In Maryland, he 
spends two months in a formal training 
area, including a week in the State De- 
partment of Health. No outline for his 
stay has as yet been set up. 

A health officer without an M.P.H., 
who shows promise in his first year or 
two of service, can be sure of a fellow- 
ship anywhere in our Region. 

The past year has seen the formal 
setting-up of a most promising piece of 
training machinery, residencies for 
health officers, modeled after other resi- 
dencies for graduate physicians. Four- 
teen local health departments in the 
Middle and South Atlantic States 
(Figure 4) have been approved for resi- 
dencies by the American Public Health 
Association and the American Medical 
Association, on the nomination of the 
state department of health. Each area 
is prepared to accept a physician and 
give him carefully planned training 
for one year, supervised by the local 
health officer and by the state. Outlines 
for this training have been prepared. 
One year of such experience will be 
credited by the Board of Preventive 
Medicine and Public Health of the 
AMA. More physicians entering public 
health administration should have this 
experience early in their careers. 
Maryiand also uses these accredited 
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LOCATION OF HEALTH OFFICER RESIDENCIES 
IN MIDDLE AND SOUTH ATLANTIC STATES 
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areas for field public health experience 
for medical students in the summer be- 
tween the junior and senior years. 

For its 23 county health officers 
Maryland has a unique form of in- 
service training, the district seminar. In 
each of the three parts of the state the 
seven or eight health officers meet 
quarterly from 10 to 1 o'clock, followed 
by lunch. One member has prepared a 
mimeographed review of some phase of 
his program, which he presents for dis- 


cussion. The dean of the Johns Hopkins 
School of Hygiene and Public Health 
serves as chairman. One or two of the 
state staff in administration also attend. 

3. Laboratory directors feel that all 
new workers, whether coming with an 
M.A., a B.S., or a high schoo! diploma 
with science majors, need introductory 
training. Schools appear to teach prin- 
ciples but not procedures. Some years 
ago the Maryland State Laboratory set 
up a Training Division, serving itself, 
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its branches, other state agencies and 
private hospitals. New workers are 
trained in procedures, supplementing 
rather than duplicating the work of the 
schools. {tandardized procedures are 
mimeographed and given the trainee 
for his looseleaf file. Training advances 
as fast as the trainee learns. 

After a worker is sent out to one of 
the 12 branch laboratories, his inservice 
training is continued through the use of 
check specimens, to cover in turn all 
procedures in infectious diseases and 
sanitation. A Laboratory Control Man- 
ual is published. The state laboratory 
also examines and approves hospital 
laboratories yearly. 

4. Next to public health nurses, 
health departments employ larger num- 
bers of sanitarians than of any other 
group. In the past we in the United 
States have paid little attention to their 
training. North Carolina now has a 
carefully planned system. A new man 
employed by a local department is re- 
quired by the Merit System to have a 
college degree. After some months of 
orientation and apprentice training in 
his own department, he is sent to a 12- 
week course for six students organized 
by the State Department of Health and 
the Department of Field Training of the 
School of Public Health with the aid of 
local workers. This course begins with 
two weeks of lectures at Chapel Hill and 
Raleigh. The other 10 weeks he spends 
with a classmate in a local department 
approved for field training, perhaps in 
two departments, urban and rural. He 
follows a carefully planned and graded 
outline. Local authorities in North 
Carolina have been trained to consider 
it a good investment to pay the man’s 
salary while he is taking this course. 
The state pays a per diem. Later an 
outstanding sanitarian may go to a 
school of public health, either on his 
own initiative or on a fellowship. 

In West Virginia the newly employed 
local sanitarian is sent to the next course 
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given by the state training center in 
South Charleston. This lasts for eight 
weeks and again follows a carefully pre- 
pared outline. 

Few men from this region attend the 
12-week courses offered by the Com- 
municable Disease Center in Columbus, 
Ga., and elsewhere, although one sani- 
tarian from Maryland paid his own way 
to the course at Amherst. Instead, CDC 
lends training staff on request. Our 
states make use of numerous topical 
short courses, conducted locally by CDC 
or prepared in individual instances by 
state and federal workers. 

In spite of rapid progress in recent 
years there are probably more unmet 
needs in sanitation training than in any 
other major field. 

5. Since in many places tuberculosis 
and other hospitals are part of the 
health department mention is appropri- 
ate here of the varied training going on 
in such institutions. 

Each Virginia sanatorium has a two- 
year school producing “certified tuber- 
culosis nurses.” As a full high school 
course is required for entrance, the 
two-year graduate can affiliate elsewhere 
for a third year and receive an R.N. The 
Blue Ridge Sanatorium also trains 
“nurses aids” (girls with grade school 
or part high school) in a 4-6 week 
formal course. Newly employed gradu- 
ate nurses attend any TB classes in 
e‘ther course. McCain, N. C., gives girls 
with two years of high school one year 
of classes, demonstrations, and a ward 
experience, and graduates them as 
“tuberculosis nursing technicians.” Two 
Maryland sanatoria train “practical 
nurses” in one year. With all this 
variety, there might be value in con- 
ferences and standarization. 

The director of nurses at Victor 
Cullen, near Baltimore, has developed 
a definite course for “attendants.” 

X-ray and laboratory helpers are 
given on-the-job training. 

Physicians have larger or smaller pro- 
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Taste 1 
Region I11—Public Health Service. Amounts Identified as Expended for Training Activities, 
Fiscal Year 1951 
North West Puerto Virgin 
Source Maryland Carolina Virginia Virginia Rico Islands DC. 
State $ 808 $ 2,000 $12,865 $ 6,856 _ _ 
Federal USPHS 
Gen. Health 5,782 71,210 ~ 6,875 414 3,247 wie 
Mental Health 3,193 12,400 27,095 736 
Heart -- 6,752 2,500 988 
TB 154 8,472 2,202 545 
Children’s Bureau 1,044 17,564 9,454 7,460 3,682 
# Total $19,171 $135,028 $12,865 $28,987 $41,719 $9,743 _ 


Grand Total for the Region $247,513 


grams of staff conferences. New men 
are placed under the supervision of 
veteran doctors for a time. The resi- 
dency in chest surgery at Glenn Dale 
is the final year of a George Washington 
University program. Several sanatoria 
near medical schools are discussing in- 
tern or resident affiliation. 

6. To this brief but representative 
list, mention must be added of the aid 
given to nearby states by the Depart- 
ment of Field Training at North Caro- 
lina in the training of health officers 
and record clerks, of the coéperation of 
Hopkins and Maryland with the state in 
the training of local physicians and 
nurses in maternal and child health, of 
the training of clinic aids in the District 
of Columbia, of the feilowships to labo- 
ratory and medical social workers in 
West Virginia, of the apprentice and 
fellowship programs for health educa- 
tors in North Carclina. 

Staff training costs money. Table 1 
shows sums identified as training in 
annual reports to the Public Health 
Service. Some expense does not appear,* 
but the bare bones shown in the table 
are interesting. North Carolina is sure 
of the value of training, and spends as 


*Salaries of North Carolina sanitarians taking 
the 12-week course, grants of the Children’s Bureau 
to John; Hopkins or North Carolina Schools of Public 
Health, or expenses of many state or local workers 
attending meetings. 


much as the rest of the region combined. 
Virginia is fortunate in having a state 
fund for training. Reliance on several 
sources of funds is probably safer today. 
The District of Columbia is doing more 
in training than the table shows. 

It is evident that there is widespread 
interest in training. Several general 
comments are in order. 

Coérdination is essential. In some 
large departments today there is none 
except in the fiscal office which allots 
funds. North Carolina has a general 
advisory committee, with some outside 
members, and subcommittees in special 
fields. Every state should have such a 
group to advise on policies. The work 
within the health department should 
focus around a training officer, whole or 
part-time, or in a small central com- 
mittee to make recommendations to the 
Commissioner. 

The complaint is justified that high 
turnover makes us spend too much time 
on early phases of training year after 
year. How can we reduce turnover, and 
concentrate more on later inservice 
training? There is hot competition for 
workers today, from other health depart- 
ments, the armed forces, and industry. 
Careful selection, good training—both 
of which imply good leadership—and 
up-to-date salaries will help hold staff. 
Other things being equal, health workers 
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tend to be attracted to and to stay in 
health departments with good training 
programs. 

The health officer should be enthusi- 
astic for training, but he must realize 
that it calls for careful budgeting of staff 
time. The community expects the staff 
to work on the job. Does time for 
training bring dividends in returns to 
the work? The time taken can readily 
be justified if there is careful planning 
of the training program, and days are 
not spent in meetings and activities 
whose contribution is minor or doubtful. 
This concern for the budgeting of time 
must be shared by the health officer’s 
colleagues. 

Time is money, of course, but a good 
training program usually calls for some 
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expenditure of cash. Whether this 
should come from federal allotments, or 
state or local funds, or private agencies 
will vary. Whatever the source, the 
health officer should not hesitate to de- 
vote reasonable and substantial sums to 
training. Results of value seldom come 
by chance or for nothing. The health 
officer may have to forego something 
else. He must decide to spend some 
of today’s money for the sake of tomor- 
row, and be convinced it is a good in- 
vestment. If he does not so invest, the 
dust may already be settling. 


ACKNOWLEDGMENT: The author is indebted 
to Mrs. Josephine Lehman and Miss Florence 
Butt of the Division of Public Health Methods 
for the preparation of charts and maps. 


The Fortieth Annual Meeting of the 
Canadian Public Health Association was 
held in Winnipeg June 16-18, 1952. The 
presidential address of M. R. Elliott, 
M.D., deputy minister of health for 
Manitoba, and the transactions are re- 
ported in the June and July issues of 
the Canadian Journal of Public Health. 
Among the resolutions passed was one 
recommending the fluoridation of com- 
munity water supplies, another recom- 
mending federal assistance to Canadian 
university schools of nursing. 

Life membership was conferred upon 
Elizabeth Anne Russell, R.N., director 
of public health nursing, Manitoba De- 
partment of Health and Public Welfare, 
and Malcolm R. Bow, M.D., deputy 
minister of health, Province of Al- 
berta. In addition, Dr. Bow was pre- 
sented with life membership in the Con- 
ference of State and Provincial Health 
Authorities of North America. Drs. 
Walter L. Bierring and A. J. Chesley, 
Iowa and Minnesota state health officers 


Canadian Association Meets 


respectively, were present as delegates 
from the Conference to confer the honor 
upon Dr. Bow. 

Attending the meeting also were six 
members of the Public Health Mission 
from India and Pakistan. Four Fellows 
of the American Public Health Associa- 
tion participated in the program, in- 
cluding its president, Gaylord W. 
Anderson, M.D., who was the annual 
banquet speaker. 

Newly elected officers are: 


President—R. D. Defries, M.D., director, 
School of Hygiene, University of Toronto 
President-Elect—Theo J. Lafreniere, chief 

engineer, Quebec Ministry of Health 
Vice-Presidents—Jules Gilbert, M.D., director 
of health education, Quebec Ministry of 
Health; George M. Little, M.D., medical 
officer of health, Edmonton, and Ruth 
McClure, Alberta Department of Public 
Health 
Honorary Secretary—William Mosley, M.D., 
director, East York-Leaside Health Unit 
Honorary Treasurer—J. H. Baillie, M_D., 
area medical director, Bell Telephone Com- 
pany of Canada. 
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The British National Health Service 


The First Three Years: A Critical Assessment * 


SIR ALLEN DALEY, M.D., F.R.C.P., F.A.P.H.A. 
Medical Officer of Health of the London County Council (retired); and Associate 
Health Officer of the Baltimore City Health Department, Baltimore, Md. 


N order to understand what has been 

happening in Britain during the past 

few years, it is necessary to dip a little 
into history. 

The’ National Health Program is 
based on three pillars: the hospital and 
specialist service, the public health serv- 
ice, and the general practitioner service. 


BACKGROUND OF HOSPITAL SERVICE ' 

Briefly, the hospital service is an 
amalgam of three types of hospitals. 
The poor law or public assistance hos- 
pitals stem from the poor law which 
started at the time of the dissolution 
of the monasteries by King Henry VIII 
in the sixteenth century. They were 
developed during the first half of the last 
century but most, even then, were simply 
sick bays in a mixed institution or 
workhouse for the reception of paupers. 
Until 1930 they were administered by 
specially elected bodies called “Guar- 
dians of the Poor.” At the end of that 
period, in the towns, particularly in 
London, separate hospitals—some mod- 
ern and first class—had been provided. 
In 1930 the Guardians were abolished 
and their functions and property were 
transferred to the major local authori- 
ties, ie., the counties and the county 
boroughs, the latter being the large 
towns. These major local authorities 
are multipurpose elected bodies. 

The second group of hospitals under 
public control were those of the public 


* De Lamar Lecture (Abridged), School of Hygiene 
and Public Health, The Johns Hopkins University, 
March 12, 1952 


health authorities. These had de- 
veloped during the second half of the 
last century to meet specific needs and 
to avoid the stigma of pauperism asso- 
ciated with the poor law hospitals. The 
most important were the fever hospitals. 
A few were large modern well staffed 
and well equipped hospitals of 500- 
600 beds but most were small. There 
were, also, special smallpox hospitals, 
generally small, and with virtual disap- 
pearance of the disease, derelict. From 
1912 the health authorities also pro- 
vided sanatoria, mostly good, although 
the more chronic cases were dealt with in 
the poor law hospitals. Many public 
health authorities also provided ma- 
ternity hospitals and there were a few 
long-stay hospitals for children with 
orthopedic diseases. The local authori- 
ties also administered mental hvespitals 
and institutions for the mentally de- 
fective. 

Between 1930 and 1948 both these 
groups of publicly maintained hospitals 
were administered by the local public 
health authorities. There were then 
70,000 beds in 140 general hospitals 
from which the old poor law “taint” 
had been completely removed. They 
were available to any inhabitant of the 
district. He was asked to pay the actual 
cost of his maintenance and treatment 
which was averaged out over a number 
of hospitals to get a figure of “cost per 
patient week.” If he could not pay the 
full charge, he was assessed in accord- 
ance with his means and, in fact, in 
London about 10 per cent of the cost 
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was recovered. An important point is 
that for every part of the country there 
was, as part of the poor law system, 
which was abolished in 1948, a relieving 
officer to whom anyone who was desti- 
tute could apply. Even though he 
might have a roof over his head and 
money in his pocket, if he were desti- 
tute of medical care he could apply to 
the relieving officer. The latter, if he 
were satisfied that he could not other- 
wise receive the required medical care, 
would call in the poor law medical 
officer for the district. The officer was 
usually a general practitioner retained 
on a part-time salaried basis by the local 
council. This medical officer would give 
the necessary medical attention at home, 
but if admission to a hospital were 
needed he could order the district 
municipal hospital to admit the case. 
With the abolition of the poor law and 
the consequent absence, without re- 
placement, of the relieving officers, there 
is now no one who can order the imme- 
diate admission of a patient to a State 
hospital; and some, particularly the 
chronic sick, have now considerable 
difficulty in getting hospitals to admit 
them 


In addition to these 70,000 municipal 
beds, there were in 1948, 60,000 beds in 
hospitals and institutions still adminis- 
tered under the poor law. There were 
also 38,000 beds in 810 fever and small- 
pox hospitals; 28,000 beds in sanatoria 
or special tuberculosis hospitals; 130,- 
000 in mental hospitals, and 37,000 for 
mental defectives in certified institu- 
tions. This makes a grand total of 
363,000 beds maintained by local public 
bodies out of money raised by them 
through rates on property. Their dis- 
tribution and quality varied. London 
contained approximately one-tenth of 
the population of England and Wales, 
but my old department administered 98 
hospitals containing 72,000 beds or one- 
fifth of the total for the country. 

Up to 1948 there was a third group 
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of hospitals, the “Voluntary” hospitals, 
so called because they were under no 
public control. They were administered 
by voluntary committees representing 
the subscribers. There were, all told, 
about 1,000 of them containing about 
77,000 beds. Some were specialized, 
e.g., for children, for women, for skin 
diseases, for lung diseases, etc.; but 700 
purported to be general, all-purpose hos- 
pitals. Only 75 had more than 200 
beds. A few traced their origin back to 
medieval ecclesiastical foundations, but 
the vast majority came into being during 
the last 200 years. They were inde- 
pendent charitable organizations deriv- 
ing their money from voluntary sub- 
scriptions or legacies. They were a 
very mixed group, but as they included 
all the 22 teaching hospitals they were 
extremely powerful. Their honorary 
medical staffs included the leaders of the 
profession and their governing bodies 
those of influence and power in their 
localities. 

Up to the time of the first world war 
they did provide for the sick poor an 
alternative and, on balance, better gen- 
eral hospital service than did the munici- 
pal hospitals. The local authorities had 
a virtual monopoly on hospitals for 
fever, mental, and tuberculosis cases. 
No charge was made in the voluntary 
hospitals, but contributions were 
solicited. With rising hospital costs and 
increasing taxation, some voluntary hos- 
pitals found it difficult to make ends 
meet. Some received subsidies from 
local health authorities for various pur- 
poses such as VD treatment. 

Between the wars the contributory 
schemes started and developed to such 
an extent that some hospitals derived 
more than half their revenue from this 
source. The system is, in general, a 
combination of your “Blue Cross” and 
your “Blue Shield.” Many voluntary 
hospitals also built wings or allotted 
some of their accommodation for private 
patients. These patients paid the full 
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maintenance costs and the specialists 
charged fees. 

During the last war most voluntary 
hospitals were faced with bankruptcy, 
and they were only able to remain open 
by receiving heavy subsidies from the 
government. The 1946 Act, as from 
July, 1948, nationalized all hospitals, 
transferred their control and the liability 
for their expenditure from the munici- 
palities and voluntary committees to the 
State and made all hospital treatment 
free to the patient. 


BACKGROUND OF PUBLIC HEALTH 
SERVICES 

To turn now to the Public Health 
Service. The first point is that the 
National Health Service Act does not 
concern itself with sanitation or environ- 
mental hygiene. These are dealt with 
by other legislation, particularly the 
Public Health Acts. The new Act con- 
cerned itself only with what we call the 
“personal health services,” i.e., those 
provided for the individual. 

A multiplicity of provision was made 
by local authorities: -e.g., for preventing 
disease in the individual, by vaccina- 
tion or immunization, by education on 
the maintenance of health by public 
health nurses and infant welfare clinics, 
by domiciliary midwifery _ services, 
by antituberculosis and antivenereal 
schemes, etc. The new Act consoli- 
dated all those services, except those 
which were to be covered by the hospital 
and specialist side of the organization, 
in the hands of the 145 major local 
authorities. It transferred the maternity 
and child welfare services, which up to 
then had been administered by certain 
second tier, generally small, authorities, 
to the major ones so that everywhere the 
maternity and child welfare and school 
health administration were controlled 
by the same local authority. Moreover, 
up to then, many of these services had 
been “powers” not “duties,” and the 
Act made them duties so that the whole 
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country was covered. It extended the 
duties of public health nurses, whom we 
call health visitors, to the giving of ad- 
vice not only about children and ex- 
pectant and nursing mothers, but also 
to “persons suffering from illness—and 
as to the measures necessary to prevent 
the spread of infection.” 

New duties were added to public 
health departments mainly to provide 
for home nursing, a free ambulance and 
sitting case car service and, subject to 
the approval of the Minister, to make 
arrangements for “the prevention of ill- 
ness, the care of persons suffering from 
illness or mental defectiveness, or the 
after care of such persons.” Another 
new duty placed on local health authori- 
ties, following the abolition of the poor 
law and of relieving officers, required 
them to take steps to take into care per- 
sons suffering from mental disorders 
where this was needed for the public 
safety or the welfare of the patient. 
Another important new provision was 
the duty to provide health centers for 
group general medical and dental prac- 
tice under the Act. 

Perhaps the most important changes 
in the essential public health functions 
of local authorities concerned the TB 
and VD schemes. Until 1948 the local 
health authorities had been responsible 
for all phases of prevention, diagnosis, 
and treatment, the latter including the 
provision of beds. Under the Act, the 
somewhat artificial division is drawn be- 
tween preventive measures on the one 
hand which remain with the local health 
authorities and specialist diagnosis and 
treatment on the other which are trans- 
ferred to the hospital side. This has led 
to considerable difficulty which has not 
altogether been solved by the local 
health authorities paying three-elevenths 
of the salaries of the chest physicians 
for their work on the preventive side. 
Further, the hospital side maintains that 
it is only concerned with treatment and 
that the chronic ambulant sputum-posi- 
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tive case for whom further treatment will 
produce no benefit is a responsibility of 
the local health authority which should 
provide hostels for those who cannot be 
properly isolated at home. Again, as 
the diagnosis and treatment of VD are 
functions of a specialist, that work also 
has left the local health authorities and 
has been transferred to the hospital 
administration, although the local health 
authority is still entitled to provide 
officers to follow up defaulters and to 
trace contacts. 


BACKGROUND OF GENERAL PRACTITIONER 
SERVICES 

The third pillar is the general prac- 
titioner service. For weil over 100 years 
the poor law had provided a domiciliary 
service for the destitute, operated by the 
relieving officers and linked, as already 
described, to the poor law hospitals. 
There were also in most of the large 
towns voluntary provident dispensaries 
from which doctors—usually whole-time 
—went out to visit and treat the sick 
poor in their homes as well as giving 
treatment and medicines at the consult- 
ing hours of the dispensary. The sick 
poor also attended the outpatient de- 
partments of the voluntary hospitals in 
large numbers, but few hospitals sent 
doctors into the patients’ homes. 

In the early years of this century 
“Club” practice was common. The 
members of a friendly society or a 
miners’ lodge would make an agreement 
with a doctor so that he would attend 
them and their families when ill for a 
small payment per annum. The pro- 
fession was undoubtedly exploited by 
this method. In 1912 the first National 
Health Insurance Act was brought into 
operation. It included at first only 
manual and lowly paid workers. Any 
doctor could join the panel list and he 
was paid on an annual capitation basis 
for those who joined his panel. There 
was free choice of doctor by the patient, 
subject, of course, to the doctor of his 


choice being on the list. The profession 
fought the proposal to the last ditch, 
but eventually most general practi- 
tioners, particularly in industrial areas, 
joined the panel and participated in the 
service. A few stuck it out and the 
animosities between those who joined 
and those who did not remained and 
rankled for years. Gradually the pro- 
fession became reconciled to the new 
scheme and assisted in committee work 
associated with it. So much so, that 
after some 25 to 30 years, the profes- 
sion began to press for the service to 
be extended to the dependents of in- 
sured persons. 

Between the wars the British Medical 
Association gave much thought to the 
best method of providing an adequate 
medical care service for the community 
and issued a document in 1930? the 
purport of which was that a national 
general practitioner service on a capita- 
tion basis should be provided for all 
except the 10 per cent in the highest 
income groups. Following the publica- 
tion in 1942 of the Beveridge Report 
on a universal insurance scheme provid- 
ing sickness, retirement, and unemploy- 
ment benefits, the Coalition Govern- 
ment decided to support the proposal 
that there should be a “comprehensive 
health and rehabilitation service for pre- 
vention and cure of disease and restora- 
tion of capacity for work, available to 
all members of the community.” This 
meant there would be no exclusion from 
such a scheme of the 10 per cent upper 
income group. To my surprise and that 
of many others the British Medical 
Association offered no objection in prin- 
ciple to this universal coverage. 


DISCUSSIONS ON HOSPITAL SERVICE 

The main outline of the National 
Health Service received the blessing in 
Parliament of both Conservative and 
Labour Parties. An outline bill to 
implement it was drafted by the Coali- 
tion Government in 1944 and discussed 
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with the various interests concerned. In 
the general election in 1945, immediately 
after the close of hostilities in Europe, 
the Coalition Government was replaced 
by a Labour Government which took 
over the drafted bill and piloted it 
through Parliament. The most im- 
portant change was that the hospitals 
were to be nationalized instead of being 
allowed to remain under their previous 
management but supported, in the case 
of the voluntary hospitals, by substan- 
tial subsidies from public money. 

It was this change to nationalization 
of the hospitals which has caused much 
difficulty for the public health service 
as they lost control not only of general 
hospitals but also of fever, tuberculosis, 
and mental hospitals which had been 
part of the local health services for 
decades. The reasons for this may be 
stated briefly. In the first place every- 
one agreed that it was undesirable to 
have two competitive and, to some ex- 
tent, rival hospital systems—the volun- 
tary and the municipal, one supported 
largely and the other entirely by public 
money—developing side by side without 
codrdination. It was felt that it must 
be the job of one authority in each area 
to plan a codrdinated comprehensive 
hospital service and insure that public 
money was spent to the best advantage. 
The Coalition Government’s scheme had 
been to put responsibility for planning 
and distribution of the public money 
available for hospitals in the hands of 
a committee for each hospital region con- 
taining representatives of both munici- 
pal and voluntary hospitals, the munici- 
pal representatives having just a bare 
majority. It was agreed that for proper 
planning a hospital region should con- 
tain not fewer than a million people. 
There were 145 local authorities con- 
cerned for a population of just over 
40,000,000 people. This meant that in 
most parts of the country a number of 
local authorities would have to combine 
to form the municipal side of the re- 
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gional hospital planning committee. It 
was a complex administrative machine 
but with good will it would have worked. 

The new Minister of Health, however, 
decided to scrap it and was, therefore, 
faced with the alternatives of central 
control by the Ministry of Health or of 
local authority control. The leaders of 
the profession and of the then voluntary 
hospitals championed Ministry of 
Health control, particularly as the Min- 
ister offered the teaching hospitals an 
independent position outside the regional 
hospital boards and allowed them to 
keep their endowments. He also prom- 
ised to set up regional hospital boards 
which would be given a_ substantial 
measure of independence in the spend- 
ing of the government’s money. The 
local authorities offered but feeble re- 
sistance, as the proposed change would 
relieve them of any future financial 
support for hospitals. 

That is all I need say about back- 
ground, and I am assuming that you are 
familiar with the main structure of the 
scheme. To summarize it briefly. 

Implementation — Hospital and 
Specialist Services—All municipal hos- 
pitals and TB and VD clinics were taken 
over by the Ministry of Health. All 
voluntary hospitals with their assets and 
liabilities were also taken over. A vol- 
untary hospital could, however, ask to 
be “disclaimed” and remain outside the 
service. Very few, primarily those be- 
longing to religious bodies, did so. The 
teaching hospitals in England and 
Wales, but not in Scotland, were given 
separate boards of governors, and the 
endowments of those hospitals were put 
at the disposal of the new boards of 
governors to be “free” monies to be 
spent on amenities and research. Gov- 
ernment money is provided to cover 
ordinary maintenance costs in teaching 
as in nonteaching hospitals. 

All the nonteaching hospitals were 
transferred to one or another of the 14 
regional hospital boards into which 
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England and Wales were divided. It 
was decided then that each region 
should be centered on a teaching hos- 
pital, and this in itself caused difficulty 
as the location of the 11 universities with 
medical faculties was such that some of 
the regions covered far too wide an 
area. The original Coalition Govern- 
ment scheme had envisaged between 30 
and 40 instead of only 14 regional hos- 
pital boards, 10 for the provinces and 4 
for Greater London and southeast Eng- 
land. The members of both boards of 
governors of teaching hospitals and of 
the regional hospital boards were nom- 
inated by the Minister after considering 
names submitted by various bodies 
which he was required to consult. About 
20 per cent of the members are doctors, 
mostly specialists, and both general 
practitioners and public health medical 
officers complained about the inade- 
quacy of their representation. 

The main function of the hospital 
boards is to plan the hospital services 
for their region, to prevent oversup- 
ply of particular hospital services and 
to insure an adequate coverage of essen- 
tial services throughout the region. 
This involves setting aside regional 
units for highly specialized services such 
as radiotherapy, neurosurgery, thoracic 
surgery, and plastic surgery. For day- 
to-day administration the boards 
appointed hospital management com- 
mittees, each responsible for 1,000- 
2,000 beds, sometimes in a single hos- 
pital, such as a large mental hospital, 
but often scattered among up to a 
dozen small hospitals. In the latter case 
there is often a house committee for each 
separate hospital. The boards, through 
hospital management committees, are 
also responsible for specialist clinics, e.g., 
TB and VD. The local health authori- 
ties, however, still have responsibility 
for the preventive side of the work. The 
boards also supply the services of 
specialists for the local health authority 
and local education authority services, 
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and for general practitioners who can 
call in a specialist for a domiciliary con- 
sultation. The boards also administer 
the National Blood Transfusion Service. 
Anyone is eligible for free treatment at 
any hospital of his, or his doctor’s 
choice. Hospitals are not limited as 
were the municipal hospitals to the in- 
habitants of their districts, and the 
boundaries of the regions often cut 
across local government boundaries. 
This increased freedom of choice has 
some advantages, but it also has the 
disadvantage in that there is no obliga- 
tion on the part of a particular hospital 
to make room for the sick who live in 
its immediate vicinity. To help to over- 
come this weakness, bed-finding bureaus 
have had to be set up to attempt to 
find beds for patients when the local 
hospital cannot, or will not, admit them. 
The London bed bureau cannot, how- 
ever, find an immediate bed anywhere 
for 10 per cent or more of those referred 
to it. 

The main difficulties confronting the 
hospital side are the lack of a sufficient 
number of nurses and the lack of money 
for extensions and structural improve- 
ments. There are 40,000 beds out of 
approximately 500,000 closed for lack 
of nurses. 

Public Health Services—The services 
provided by the local health authorities 
need only be enumerated. They in- 
clude: provision of maternity and child 
welfare services; domiciliary midwifery 
service; health visitors (public health 
nurses); home nurses; immunization 
and vaccination; ambulance service; 
preventive and aftercare services (par- 
ticularly for the tuberculous but by no 
means limited to them); health centers 
primarily for group practice, and power 
to provide domestic helpers. 

On the whole, these services are run- 
ning smoothly. They are financed in 
the first place by the local health author- 
ities who recover half the cost from the 
government. They are free except for 
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the day nursery, domestic help, and 
holiday home services for which a small 
charge is made, the amount depending 
upon the circumstances of the recipient. 
There is no doubt that there is abuse 
of the free ambulance service, particu- 
larly of the sitting case cars used mainly 
to transport outpatients alleged to be 
unable to travel by public transport be- 
tween their homes and the hospital. 

Great hopes had been raised by the 
idea of having health centers in build- 
ings provided by the local health 
authorities in which group general prac- 
tice could be undertaken. It was also 
hoped that general dental practice under 
the scheme would be provided there 
and that under the same roof there 
would be local authority clinics of var- 
ious types. Owing to the financial state 
of the country, the great shortage of 
houses, and the need to restrict capital 
expenditures on new buildings and even 
on adaptations, progress has _ been 
lamentably slow. The London County 
Council, however, got off to an early 
start and the first newly built compre- 
hensive health center is about to be 
opened.® I have had its total cost of 
$450,000 analyzed, and the wing for 
the general practitioners and for two 
dentists doing general work is about 
$184,000 together with about $20,000 
for equipment. The 6 general prac- 
titioners who will work there will be 
appointed and paid by the Executive 
Council. 

Executive Council—This is the body, 
one-third of whose members are general 
practitioners and another third who are 
nominated by the local health authority 
which administers the general practi- 
tioner and general dental services. It 
derives all its income from the Ministry 
of Health. Other duties of the Execu- 
tive Councils, with areas coinciding 
with those of the local health authorities, 
are to provide a pharmaceutical and the 
supplementary ophthalmic service—the 
term “supplementary” being used be- 
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cause many eyeglasses are prescribed at 
the hospitals. 


Public Health Laboratory Service— 
There is one other activity of the 
National Health Service which should 
be mentioned. It is the National Public 
Health Laboratory Service. Adminis- 
tered centrally on behalf of the Min- 
istry of Health by the Medical Research 
Council, it has a chain of laboratories 
throughout the country, all of which are 
linked up with special reference labora- 
tories. It was started in the early part of 
the war when it was thought that dev- 
astating epidemics might occur among 
the evacuated and refugee populations 
living in rural areas where there were 
little or no facilities for bacteriological 
work. It was also an insurance against 
bacteriological warfare. It provides a 
nation-wide free service of bacterio- 
logical diagnosis and is used increas- 
ingly by general practitioners and public 
health medical officers. It is about the 
only section of the National Health 
Service which receives only praise and 
no criticism. 

Blood Transfusion—I should also 
mention that the National Blood 
Transfusion Service is administered by 
the regional boards. 


NEGOTIATIONS 

I will now try to present a picture of 
the circumstances in which the scheme 
was actually born. During i945 and 
1945 there was in the air an ebullient 
feeling of general exultation and opti- 
mism. We had emerged successfully, 
after great trial and tribulation, from 
the second Armageddon within 30 years. 
Money appeared to be plentiful. There 
was practically no unemployment and 
all men of good will were determined 
that every step should be taken to insure 
that no one was deprived of medical 
care because he could not afford it. The 
then Minister of Health was a man of 
great driving force. 
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The opposition Conservative Party in 
Parliament approved the general prin- 
ciples of the bill. The general body of 
public opinion was in favor of it. The 
local authorities tabled serious 
objection. The British Hospitals Asso- 
ciation representing the voluntary hos- 
pitals put up some opposition to 
nationalization of their hospitals, but 
the only real opposition to the scheme, 
and that was not on the basic principles, 
was from the British Medical Associa- 
tion on behalf of the profession. They 
concentrated on the need for safeguard- 
ing professional freedom; for free choice 
of doctor; for no interference by a gov- 
ernment official between a doctor and 
his patient; for the confidentiality of 
medical records; for no interference 
with the liberty of movement of gen- 
eral practitioners; for payment of gen- 
eral practitioners by capitation and not 
by salary; for insuring strict justice in 
disciplinary proceedings; for profes- 
sional advice on the running of the serv- 
ice from doctors who were not civil 
servants, and for the clarification of 
certain points arising from the proposal 
to forbid the sale and purchase of prac- 
tices. These did not make a great 
appeal to the man in the street nor to 
the politicians who were inclined to write 
them off as mere obstructive tacticc. 
The Minister saw deputations of repre- 
sentatives of the profession on several 
occasions. He gave them assurances 
but did not satisfy them A question- 
naire was sent by the BMA to every 
practising doctor in November, 1946, 
immediately after the bill had been 
passed, asking whether or not discussions 
with the Minister should be continued. 
Of the civilian doctors, 37 per cent said 
“Ves,” 44 per cent said “No,” and 19 
per cent did not reply. 

On June 2, 1947, the presidents of 
the three royal medical colleges wrote 
the Minister a reasoned letter stating 
the fears of the profession and asking 
him to clarify the points on which it 
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was felt there might be misunderstand- 
ing. The Minister replied in a con- 
ciliatory tone and pointed out the de- 
sirability of his having the advice of 
the profession while the regulations to 
implement the Act were being framed. 
This correspondence was published, and 
a month later, the Minister having inti- 
mated that he would be prepared in the 
discussions to deal with all questions 
comprehensively and would not exclude 
the possibility of further legislation, the 
negotiating committee decided to resume 
the talks. 

By the spring of 1948 the concessions 
made by the Minister to meet the views 
of the profession were known and the 
BMA arranged another plebiscite. The 
result showed that though 52 per cent 
of those voting were unwilling to enter 
the service, 12,799 or 48 per cent were 
willing to do so. With this substantial 
number willing to join, the Association 
decided that collective opposition was 
out of the question and that it should 
codperate with the Minister in trying to 
make the service workable—pressing for 
satisfactory terms and conditions of 
service for all sections of the profession, 
securing satisfactory regulations, and to 
respond willingly to the Minister's 
invitation to assist him in framing the 
new Amending Act. 


REMUNERATION 

In the very early days of the negotia- 
tions, namely February, 1945, the gov- 
ernment had agreed to set up an impar- 
tial committee® to report “what ought 
to be the range of total professional in- 
come of a registered medical practitioner 
in any publicly organized service of gen- 
eral medical practice.” They also were 
asked to consider their recommendations 
with due regard “to what have been the 
normal financial expectations of general 
medical practice in the past and to the 
desirability of maintaining in the future 
the proper social and economic status of 
general medical practice and its power 
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to attract a suitable type of recruit to 
the profession.” The committee was 
composed of four general practitioners 
nominated by the BMA, four ac- 
countants, and a lay chairman, Sir Will 
Spens, master of a Cambridge college. 
Similar committees under the same 
chairman were subsequently set up to 
make recommendations on the remuner- 
ation of consultants, specialists, and 
dentists; and all these were known as 
the “Spens” Committees. The one on 
general medical practitioners reported 
in May, 1946. They had obtained a 
vast amount of information about the 
actual earnings of general practitioners. 
Their recommendations were accepted 
by both the government and the profes- 
sion but they were in terms of the 1939 
value of money. Grave discontent has 
developed since then, mainly because 
of disagreement as to the sums which 
now represent the value of these 
amounts in 1939. 

The Spens report on specialists was 
issued in May, 1948.7 Unlike the gen- 
eral practitioners, the specialists had no 
objection to payment by salary, particu- 
larly as it was agreed that service 
specialists could work on a part-time 
basis; and that they could continue to 
engage in private practice and use the 
private wings. of State hospitals. It is 
the general opinion that the Spens 
award for specialists was quite satisfac- 
tory. Before the Act a would-be 
specialist had to spend many years in 
unpaid or underpaid hospital work; his 
ambition, often not achieved until he 
was in his forties, was to obtain an hon- 
orary appointment in a voluntary teach- 
ing hospital, and only then was he likely 
to acquire a lucrative private practice. 
Under the Act, a salary is paid for all 
hospital work; the positions are pen- 
sionable, and paid holidays (six weeks 
for specialists) and sick leave are pro- 
vided. During his first internship he is 
paid at a rate quite adequate for a single 
man. The salary progressively increases. 
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During the last year that he is a senior 
registrar at about the age of 31, the pay 
is such that even a married man can 
live if he is careful. On appointment as 
a consultant or specialist, which is usu- 
ally at the age of 32, his salary increases 
progressively and there is a merit grad- 
ing system under which 33 per cent of 
the specialists receive additional remu- 
neration. Extra payments are given for 
teaching and for lectures. The part- 
timer receives a little more than the bare 
appropriate fraction of the whole-time 
rate, and he, of course, also obtains an 
income from private practice of which 
there is still a substantial amount. There 
was no Spens Committee for public 
health officers and it would take too long 
to explain how their salaries were fixed 
or their general level. Suffice it to say, 
that they compare unfavorably with the 
salaries of hospital specialists. 


COST OF THE SERVICE 

The cost of the service had to be 
estimated by the Civil Service. They 
had no firm figures on which to base the 
cost. The hospitals supplied figures 
based on the previous year’s “actual” 
cost. The cost of the dental, pharma- 
ceutical, and spectacle services was 
based on the experience of the Insur- 
ance Acts, where dentistry and eye- 
glasses were provided by only some of 
the approved societies and when they 
were, on a part-payment basis. All these 
estimates proved to be quite inadequate. 
The new hospital boards had a “spend- 
ing spree” and all their thwarted desires 
for more staff, new equipment, etc., 
came to birth. The demand for free 
medicines, dentures, and glasses rock- 
eted far above what the framers of the 
estimates had expected. Before the Act, 
a voluntary hespital committee had to 
raise any money required itself, and in 
the case of municipal hospitals at the 
triennial elections members who had 
been too niggardly or too extravagant 
in their hospital expenditure were 
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called to account and were liable to lose 
their seats. 

In the early days of the new Act 
financial control was necessarily loose. 
The estimated cost of the Exchequer of 
the whole service as given in the finan- 
cial statement attached to the bill was 
£152,000,000 of which £32,000,000 or 
20 per cent was to come from the insur- 
ance fund and almost all the rest from 
general taxation. A ceiling of £400,- 
000,000 has now been put upon the cost 
and various expedients are being 
adopted to reduce expenses in other 
directions in order to provide extra 
money for the mounting hospital costs. 

Table 1 sbows the actual cost in the 
financial year 1949-1950, the first year 
of full working.* 


Taste 1 


National Health Service 
Cost (England and Wales) 1949-1950 


Hospitals 185,287,294 
General medical services 41,637,638 
Pharmaceutical services 31,627,167 
General dental services 41,892,698 
Supplementary ophthalmic services 21,750,000 
tion to doctors for the loss of 
the right to sell the good will of 
practices 8,253,287 
Administrative expenses of executive 
councils 2,029,000 
Local health authority services 29,737,000 
£362,214,084 


It is now proposed that charges to 
cover a portion of the cost shall be made 
for the dental treatment of adults, for 
eyeglasses for adults, and for medicine. 


Cost for Year 


1950-1951 
£ 
Administration 121,846 
Medical 3,006,353 
Pharmaceutical 2,766,439 
Dental 3,954,785 
1,701,089 


Taste 2 


London Executive Council 
Cost of Services Year Ended March 31, 1951 


Those too poor to pay will be helped 
by the National Assistance Board which 
has replaced the former poor law. When 
we examine the reasons for these heavy 
increases we find that hospital costs are 
rising primarily because of pay increases 
due to the increased cost of living, and 
this increase in cost of living also affects 
the housekeeping side of hospital work. 
The cost of drugs and apparatus has 
risen steeply. A special note is neces- 
sary on the heavy costs of the dental 
scheme. Table 2 shows the cost in 
London. 

There was a Spens report ® on what 
the net earnings of a dentist should be. 
The Ministry agreed with the dentists 
on a scale of payment per piece of work 
done, and, taking the average time 
needed for each piece and their relative 
incidence in an ordinary practice, it was 
worked out that a dentist for a 32-hour 
chair-side week would earn what had 
been recommended. In practice, be- 
cause there was such an enormous de- 
mand for dentistry, dentists worked 
longer hours than expected and some 
took less time for each operation than 
the theoretical calculation; the average 
earnings of a dentist were substantially 
in excess of the Spens recommendations 
and some made spectacularly large in- 
comes. The result was that the so- 
called priority service for expectant and 
nursing mothers and for children was 
denuded of dentists as the salaries, 
whole or part-time, of dentists in these 


Cost per Person Cost per Person 


1950-1951 1949-1950 
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11,550,512 
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services were paid by local authorities 
who had to take into consideration what 
they paid to other professional staffs in 
their employ. 

The demand for eyeglasses was, at 
first, so great that the manufacturers of 
lenses could not cope with it but the 
demand is now falling and the output 
of lenses is increasing so that the waiting 
time now is not long. The reasons for 
the increased cost of the drug bill are 
(1) a national addiction to bottles of 
medicine, (2) rising costs, and (3) ex- 
cessive prescription of proprietary prep- 
arations instead of the much cheaper 
and equally efficacious official prepara- 
tions. 


EFFECTS ON THE PUBLIC HEALTH 
SERVICE 

I have left almost to the end the 
impact of all this on the Public Health 
Service of which we were inclined to be 
a little proud. By and large, our prede- 
cessors had seen to the removal of gross 
unsanitary conditions. Drains and 
sewers were Satisfactory; garbage was 
collected frequently and disposed of 
satisfactorily; wholesome water and safe 
milk were available. There is and always 
will be a need for vigilance in matters of 
sanitation and hygiene, but for 40 years 
there had been a gradual shift of empha- 
sis in the work of a public health de- 
partment toward the personal health 
services. 

The control of infectious diseases, the 
infant welfare services, maternity serv- 
ices, the school health service, the 
tuberculosis and VD services attracted 
good clinicians from various fields into 
public health; and from 1930 on, it 
looked as if the public health depart- 
ments were to become responsible for all 
the public medical work, whether cura- 
tive or preventive, of their areas. This 
was the case until the fall of the Coali- 
tion Government in 1945. 

It is logical enough to contend that all 
hospitals should be under the same 
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administration; that they should be 
administered by experts in hospital af- 
fairs, and that if public health officers 
are relieved of responsibility for hospital 
administration they can devote more 
time and thought to preventive work. 
But the intimate association between 
curative and preventive medicine was 
not sufficiently realized. For example, 
an epidemiologist must have an associa- 
tion with fever hospitals and keep 
abreast of clinical work, but, the same 
medical officer must deal with diagnosis, 
treatment, and the discovery of where a 
tuberculous person contracted the 
disease and those whom he may have 
infected. This last difficulty has to 
some extent been solved in the new 
service by the health authorities paying 
three-elevenths of the salaries of the 
chest physicians and supplying tubercu- 
losis health visitors and almoners. The 
health officer should have an important 
say in the allocation of hospital beds for 
different purposes, e.g., juvenile rheuma- 
tism, and communicable diseases includ- 
ing tuberculosis. Preventive medicine 
also means the prevention of serious 
illness by discovering and getting treat- 
ment for patients in the early curable 
stages. The health officer must there- 
fore have specialist diagnostic agencies 
at his disposal, e.g., mass miniature 
radiography which has now been trans- 
ferred to the hospital boards. 

Public health authorities still retain a 
number of functions which are really 
ancillaries of the curative services, e.g.. 
the provision of a bedside home nursing 
service, the ambulance service, the 
domestic help service, the aftercare 
service, recuperative holidays, certifica- 
tion of the mentally defective and pro- 
vision of occupation centers, and the 
taking into custody the mentally dis- 
ordered who need care and protection. 
All this points to the need for all three 
sections of the service to be under the 
same administration. 

In fact, a more accurate description of 
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the present dividing line is not between 
preventive and curative services but be- 
tween hospital and specialist on the one 
hand and domiciliary care on the other, 
although here again the general practi- 
tioner or family doctor service is pro- 
vided not by the local health authority 
but by the Executive Council. Also, 
difficulties arise because local authorities 
have the duty of providing institutions 
for the homeless aged. Disagreements 
develop because the hospitals will not 
admit certain old people whom the wel- 
fare authority contends are in need of 
regular medical and nursing care. On 
the other hand, the hospitals claim they 
have to keep people, for whom they can 
do nothing more, because the welfare 
department will not accept them. This 
type of thing is inevitable when three 
separate administrations are concerned 
in an essentially overlapping service, 
and one of our major tasks is to effect 
a proper liaison at local level between 
the three pillars of the service. Some 
would have the hospital service, through 
the regional boards, take over the public 
health and general practitioner sides. 
Others contend that the nationalization 
of hospitals was a false step and that, at 
least, the nonteaching hospitals should 
be returned to the local health authori- 
ties. If there were a reform of local 
government it is quite possible that this 
might be done, but politicians are averse 
to tackling this thorny subject. My 
personal view is thai it would be a dis- 
aster to public health, as well as being 
almost impracticable administratively, 
to transfer the public health service to 
the hospital boards. 

I have dwelt at some length on the 
administrative complexities and weak- 
nesses of the new scheme because one 
of my major activities during the past 
few years has been to wrestle with the 
problem and try to get a smooth work- 
ing machine. There is much good will 
among the members and officers of all 
the administrative bodies concerned and, 
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by reason of this, a reasonably good 
service is developing. 


SUMMARY 
Finally, I wish to set forth categori- 
cally the main points: 


1. The main principle of a compre- 
hensive service of medical care which is 
available to all, and is free at the time 
the service is needed, is accepted by all 
political parties and by the representa- 
tives of the profession. 

2. The great benefit of the scheme is 
that every sick person, man, woman, or 
child, has direct access to the general 
practitioner of his choice, and as pay- 
ment is by capitation, the doctor has a 
financial stimulus to support preventive 
measures. 

3. The doctor who desires a specialist 
opinion on any of his cases can receive 
it even if it involves the specialist visit- 
ing the patient’s home. 

4. The ex-voluntary hospitals have 
been saved from bankruptcy, and the 
ex-municipal hospitals have had their 
specialist staffs strengthened. Two 
formerly competing hospital services 
have been brought under the same 
administration. 

5. All hospital extensions and devel- 
opments are codrdinated and made to 
fit into a regional plan. It is the specific 
duty of the Ministry of Health, acting 
through its hospital boards, to insure an 
adequate and efficient hospital service 
everywhere as soon as possible; and, in 
the meantime, to make the best use of 
available facilities. 

6. The financial rewards of the hos- 
pital specialist and trainee specialist are 
now such that no one of the necessary 
quality need be diverted from his course 
by financial reasons. 

7. The development of the hospital 
service is, however, hampered by the 
present national financial stringency and 
by the shortage of nurses. 

8. There is still a substantial amount 
of private consulting and operative prac- 
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tice. Some are surprised at this, but 
we have had a free education system for 
80 years and there are still many pri- 
vate schools. 

9. The development of group practice 
and health centers is an agreed policy 
incorporated in an Act of Parliament. 
Progress is, however, very slow owing 
to financial limitations. 

10. Some progress is being made 
toward the better distribution of general 
practitioners. 

11. Most general practitioners are 
dissatisfied with their incomes. The 
satisfied exceptions are those with large 
lists of patients in industrial towns, usu- 
ally where hospital services are good. 

12. The present maximum number of 
patients which a practitioner may have 
on his list is 4,000 or 6,200 if he has an 
assistant. This is too high for the doc- 
tor to be able to devote much time to 
the education of his patients on health 
matters but the average number of pa- 
tients on doctors’ lists is below 2,500. It 
is hoped that the maximum will eventu- 
ally be reduced. 

13. The former private practices of 
general practitioners have been sub- 
stantially reduced. 

14. As a class, public health officers 
are unhappy. They believe that with 
the loss of their hospitals an important 
and interesting part of their work has 
gone. They are also dissatisfied with 
their pay, particularly in the junior 
grades. 

15. As a result, the number of public 
health graduate students is diminishing. 

16. The general dental service has 
proved so attractive to dentists that 
the priority dental services are suffering. 

17. The cost of the dental, ophthal- 
mic, and pharmaceutical services has led 
to curtailment of money for the hospital 
and general practitioner services. This 
is in process of being remedied. 

18. The administrative arrangements 
are complex and in some respects un- 
necessarily costly. Too much time has 
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to be spent on liaison and committee 
work, 

19. The destitute sick no longer have 
a special medical, including hospital, 
service devised especially for them as 
everyone is now entitled to free medical 
treatment. The result is that they have 
to take their place in the ordinary line, 
and in the case of the chronic sick, in 
need of hospital care, the service has not 
proved advantageous. 

20. When comprehensive health cen- 
ters, including group practice, become 
available, there will be a considerable 
step forward in the integration of cura- 
tive and preventive medicine. 

21. The National Blood Transfusion 
Service and the Public Health Labora- 
tory Service are first class. 


This summary, I hope, will give you 
a general picture. Some of the points in 
the summary have not been mentioned 
in the text, but I trust they can be 
understood. 

CONCLUSION 

My general conclusion is that for ~ 
Britain a National Health Service was 
inevitable. It has many advantages over 
the former system and some disadvan- 
tages but, on a balance, it is a step 
forward. Some of the disadvantages are 
inherent in the administrative structure 
but many would not have obtruded 
themselves had it not been for the 
steeply risinz costs of everything and 
the successive national financial crises 
which, perhaps, were inevitable follow- 
ing on 6 years of devastating war. I 
have, however, abundant faith in the 
future. Britain has passed in its long 
history under many dark clouds and, as 
in its wars in the last 150 years, it has 
always managed to win the most im- 
portant battle—the last. Thus, in this 
great endeavor to remove the fear of 
poverty and the fear of ill-health, a 
prelude to which is a restoration of the 
country’s financial stability, we will be 
equally successful in the end. A revolu- 


‘ 
{ 
f 
ig 
hy 
Ng 
4 


Vol. 42 


tion in the health and medical care 
services cannot be effected with com- 
plete smoothness. No one can foresee 
all the implications of any major deci- 
sion but by trial and error imperfections 
can be gradually put right. 

I think I have been detached and 
impartial in my account of what is hap- 
pening and have limited myself to facts 
which can be verified. I owe no alle- 
giance to any political party and have 
never belonged to or even, for years, 
voted for one. I belong to no pressure 
group and am solely an independent 
person watching from the inside the un- 
folding of events. I chose this subject 
for my discussion because I thought it 
would be of topical interest to you. I 
know the discussions and controversies 
you are having here about projects for 
medical care. I would be the last to 
maintain that what has happened in my 
country would be suitable for yours, but 
the two countries are, I believe, suffi- 
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ciently similar for an account of the 
events in Britain, our hopes, our suc- 
cesses, and our mistakes to be of interest 
and even of value. 
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Postgraduate Course on Prematurity 


Four Louisiana agencies in New Or- 
leans are codperating in a two-week 
(November 5-19) course to consider 
the problems involved in the care of 
prematures at delivery, in the nursery, 
and preparing for discharge with special 
emphasis on the practical measures that 
can be taken to meet the needs on both 
an individual and community-wide basis. 
The course, which is open to all physi- 
cians, is of particular interest to pedia- 


tricians and to public health officers. 

The course, limited to 10 persons, is 
being given at the Charity Hospital of 
Louisiana with the help of the State 
Health Department and with the co- 
operation of the Louisiana State Uni- 
versity and Tulane University Schools 
of Medicine. No tuition. Applications 
to Dr. Elaine Allen, Premature Infant 
Center, Charity Hospital, New Orleans, 
La. 


— 
| 
- 


Oct., 1952 


Poliomyelitis and Atmospheric 
Humidity in an Elevated Semiarid 
Region. Denver, Colorado, 1950 and 1951 


CHARLES ARMSTRONG, M.D., F.A.P.H.A., J. P. DIXON, M.D., 
F.A.P.H.A., ann WARD L. CHADWICK, M.D., F.A.P.H.A. 
National Microbiological Institute, National Institutes of Health, Public Health 
Service, FSA, Bethesda, Md.; and Denver Department of Health 
and Hospitals, Denver, Colo. 


N a previous communication it was 

suggested that the peculiar seasonal 
incidence of poliomyelitis, as observed in 
various Climates, is related to alterations 
induced in the upper respiratory tract 
by varied atmospheric conditions.’:* 
The upper respiratory tract of man be- 
ing viewed as either a portal of entry 
or of exit for that portion of poliomyeli- 
tis virus effective in promoting a major 
portion of the disease and the condition 
of the upper respiratory mucous mem- 
branes is held to be of more significance 
in the spread of poliomyelitis than is the 
mere opportunity for transfer of the 
virus from person to person. 

This hypothesis recognizes the long 
observed correlation between summer 
atmospheric temperatures and the oc- 
currence of poliomyelitis within the 
temperate zones and suggests the ex- 
istence of a similar and possibly even 
more significant correlation with humid- 
ity which has not been apparent prior 
to the here-considered concept. 

Considering inspired air, which by 
contact within the nose and throat is 
warmed to approximately 90° F.** and 
humidified to approximately 90 per cent 
of saturation, a striking correlation be- 
tween the occurrence of poliomyelitis 
and the drying effect of inhaled air upon 
the membranes of the nose and throat 


becomes apparent. Since the relative 
humidity of air at a constant tempera- 
ture may be taken as a measure of its 
moisture content, it is obvious that the 
higher the relative humidity of atmos- 
pheric air at 90° F. the less its drying 
effect upon the upper respiratory pas- 

Employing this concept, a striking and 
detailed correlation between the relative 
humidity of atmospheric air adjusted to 
90° F. and the occurrence of poliomyeli- 
tis was found for the District of Colum- 
bia vicinity in 1950," a region selected as 
suitable for showing such a relationship.* 

The Study Area—The region selected 
for the present study, Denver, Colo., 
with its considerable altitude and its 
daily atmospheric variations is not con- 


* A suitable location for determining the relationship 
between the incidence of poliomyelitis and atmospheric 
conditions should have the following characteristics: 

1. The outbreak of poliomyelitis should be suf- 
ficiently severe and prolonged to establish the existence 
of a susceptible population upon which climatic factors 
might operate. 

2. A relatively level contour, thus avoiding climatic 
variations between various parts of the area and the 
weather station, due to altitude. 

3. An area relatively free of frequent sudden, short 
and extreme variations from the average at 
temperature and humidity for the time units selected 
for study, weeks, months, etc. 

4. An area of limited extent, thus minimizing the 
possible variations in the poliomyelitis incidence curve 
due to the nonsynchronous seeding of different sections 
of the area by virus. 

5. An alert medical profession and health depart- 
ment 
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sidered as ideally suited for such a 
study, but was selected in order to de- 
termine whether the occurrence of polio- 
myelitis in a semiarid climate, which 
would appear to be contradictory to the 
expressed hypothesis, is in fact incom- 
patible with it. The two most recent 
years, 1950 and 1951, only were studied. 

Climatic Considerations — Denver, 
Colo.—Denver has an elevation of 5,292 
feet at the Stapleton Airport Weather 
Station, and is located in the lee of the 
higher Rocky Mountains in the belt of 
the prevailing westerlies. This tends to 
give the city a semiarid climate, with an 
average annual rainfall of 13.99 inches, 
and as compared to regions of higher 
elevation or restricted valleys, a mild 
but sunny climate. Sudden and extreme 
variations of usually short duration, oc- 
casioned by air masses from Canada, 
Mexico, Gulf of Mexico, or the desert to 
the southwest. occasionally may alter 
both its usual temperature and humidity. 

In addition to the variations noted at 
the fixed weather station, the nasal pas- 
sages of man may encounter far greater 
variations due to the fact that man is 
highly mobile, and Denver so situated 
that he may, by traveling relatively 
short distances, go either up or down a 
few thousand feet and thus encounter 
climatic changes such as would be found 
in a plains country only after traveling 
many miles to the north or south. With 
the exception of these unrecorded varia- 
tions the weather conditions offer no 
difficulties in so far as the necessary 
calculations are concerned, and the ap- 
proximate barometric pressure of 25 
inches has been taken into account. On 
the other hand, we have not found that 
any actual measurements have been 
made of temperature and humidity of 
air within the upper respiratory tract 
at this elevation. We are therefore left 
to surmise what influence decreased oxy- 
gen tension and barometric pressure 
and extreme variations in temperature 
and humidity might exert thereon. It 


seems probable, however, that any varia- 


tions so induced would be most marked 
in cold weather when poliomyelitis is 
absent and, therefore, are possibly of 
more theoretical than of real significance 
to our problem. 

Poliomyelitis in Denver, 1950 and 
1951—Each poliomyelitis case here re- 
ported was confirmed either by pediatric 
consultation at the Denver Children’s 
Hospital, by the attending staff at the 
Denver Department of Health and Hos- 
pitals, or at the Colorado Medical 
School’s Poliomyelitis Service. In Den- 
ver in 1950 there were 69 cases, 44 of 
which were paralyzed; and during 1951, 
242 cases, 113 of which were paralytic. 
Charts 1 and 2 show the curve of polio- 
myelitis incidence by date of onset, the 
average atmospheric temperature, the 
average relative humidity curve for at- 
mospheric air warmed *o 90° F., and the 
rainfall for the respective years, all by 
months. The total rainfall for 1950 and 
1951 was 13.93 and 19.43 inches respec- 
tively. Note that for 1950 the double 
peaked curve of humidity at 90° is fol- 
lowed by a similar double peaked inci- 
dence curve for poliomyelitis, while for 
1951 a single peaked humidity curve is 
mirrored by a single sharp peaked polio- 
myelitis curve. During 1951 an unusual 
rainfall of 3.46 inches occurred on 
August 2, 3, and 4 and was followed 
withir. the same month by a high in- 
cidence of poliomyelitis (Chart 3). 

Different known types of poliomyelitis 
apparently behave similarly in so far as 
seasonal incidence is concerned; there- 
fore, it seems valid to regard this simi- 
larity of curves for the respective years 
as possibly significant correlations. 

In the absence of information as to 
the type strain or strains of virus in- 
volved in the respective years it is not 
possible, however, to view the higher 
incidence for 1951 as certainly related 
to the higher relative humidity, since a 
possible variation in strains might result 
in the number of specific susceptibles 
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Cuart 1 
Denver, Colo., 1950 
Average Atmospheric Temperature, Average Humidity of Atmosphere at 90° F., Precipitation 
in Inches and Poliomyelitis Cases, All by Months. 
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being quite different for the two years. 
However, it seems quite possible that 
the 1951 outbreak was a carry-over of 
strains from 1950. 

The 69 cases of poliomyelitis reported 
for 1950 are too few to justify an at- 
tempted correlation by weeks, but such 
a correlation has been attempted ior 
1951. The average relative humidity 
of air at 90° F. by 7-day intervals be- 
ginning January 2-8, inclusive, is shown 
in Chart 3 by the heavy lined curve, 
while the lighter lined upper and lower 
curves represent the averages of the 
maximum and the minimum daily hu- 
midities respectively by weeks. The 
highest and the lowest single readings 
for each week are shown by the points 
@+-0 respectively. 

A marked general similarity between 
the poliomyelitis incidence curve and 
the various relative humidity curves, by 


weeks, is apparent, although the consid- 
erable humidity variations which enter 
into the average curves render it difficult 
to judge exact relationships. For in- 
stance at the District of Columbia in 
1950, poliomyelitis appeared to spread 
with difficulty when the relative humid- 
ity at 90° F. fell below 27-28 per cent, 
but spread with increasing frequency as 
higher humidities were encountered, and 
the changes in the poliomyelitis curve 
followed the humidity change usually by 
3 weeks. 

At Denver, however, recognizable 
poliomyelitis began to increase when the 
average weekly humidity curve at 90° 
F., based on four daily readings, reached 
the neighborhood of 16 per cent and 
tended to disappear when this and lower 
levels returned. If the curve of average 
relative humidity based on the maximum 
daily readings is employed the epidemic 
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Cuart 2 
Denver, Colo., 1951 
Atmospheric Temperature, Average Humidity of Atmosphere at 90° F., Precipitation 
in Inches and Poliomyelitis Cases, All by Months. 
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began when the neighborhood of 21 per 
cent humidity at 90° F. was reached, 
and if the absolutely highest weekly 
reading is considered it began after 27- 
30 per cent humidity was attained. If 
susceptible individuals are rendered 
more or less vulnerable to poliomyelitis 
in response to temporary atmospheric 
‘changes it is not known just how 
promptly such adjustment occurs, al- 
though a study of the curves suggests 
that the adjustment is prompt. More- 
over, we have no record of how many 
virus carriers or cases may have ac- 
quired their virus at lower altitude, 
where poliomyelitis might be expected 
to flourish at an earlier date and to dis- 
appear more slowly than at higher 
elevation. 

Furthermore, it seems probable that 
the “critical” atmospheric conditions for 


poliomyelitis to spread may vary with 
circumstances. For instance the attack 
rate for recognized poliomyelitis at the 
District of Columbia and Arlington 
County, Virginia, in 1950 was 23.5, and 
for Denver in 1951, it was 56.9 for 100,- 
000 population. The main portion of 
the epidemic at Washington covered 24 
weeks and for Denver, 16 weeks. 
Should we shorten the 1950 epidemic at 
the District of Columbia by bringing 
the two lags of its curve nearer by 8 
weeks we approximately halve the inci- 
dence, indicating that for a given time 
the rate of effective exposures was sev- 
eral fold higher at Denver, and the op- 
portunities for repeated exposures cor- 
respondingly increased. 

The number of nonimmunes in a 
population is obviously independent of 
current atmospheric conditions and it 
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Cuart 3 
Denver, Colo., 1951 
Average Atmospheric Humidity (4 Daily Readings) at 90° F., Average Maximum Atmospheric 
Humidity (Highest Daily Reading) at 90° F., Average Minimum Atmospheric Humidity (Lowest 
Daily Reading) at 90° F., Precipitation in Inches and Poliomyelitis Cases, All by Weeks. 
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would seem probable that an epidemic 
might build up where the number of 
susceptibles was large, even though rela- 
tively unfavorable conditions prevailed 
which might not support an epidemic 
where the number of susceptibles was 
few. 

It may also be noted that the interval 
by which the major peak on the hu- 
midity curve is followed by the corres- 
ponding peak on the incidence curve is 
2 weeks, while at the District of Colum- 
bia it was 3 weeks. This lag period is 
influenced not only by variable incuba- 
tion periods, commonly considered to be 
most frequently 7-14 days, but also by 
the interval from the humidity peak to 


| 


effective exposure. Both 2 and 3 weeks 
appear to be theoretically likely lag 
periods provided the adjustment to cli- 
matic changes is prompt. 

It therefore appears that the Denver ’ 
outbreaks in 1950 and 1951 tend to be 
confirmatory and not inconsistent with 
the hypothesis expressed. 

Constant Temperature Humidity 
Curves in Nature—The similarity be- 
tween the 90° F. humidity curve for 
atmospheric air and the incidence curve 
for poliomyelitis for the regions so far 
studied suggests a significant relation- 
ship between them. Obviously humidity 
curves at a constant temperature such 
as are shown in Charts 1, 2, and 3 occur 
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Denver, Colo., 1951 
Drying Effect of Atmospheric Air at Varying Temperatures on the Respiratory Tract of Man 


and on Cold-Blooded Creatures—Such as Flies. 


Based on Weekly Average Temperatures. 
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naturally in temperate climates in the 
respiratory tract of warm-blooded ani- 
mals, and in so far as they relate to 
poliomyelitis virus probably only in the 
respiratory tract of man. Obviously 
virus could not directly encounter such 
humidity variations while suspended in 
atmospheric air, water, milk or the in- 
testinal tract; neither could they be 
encountered in’ such vectors as flies 
whose body warmth and activity is 
largely controlled by atmospheric tem- 
perature. 

Certainly atmospheric humidity may 
influence such “cold-blooded” vectors of 
poliomyelitis, and the drying effect of 
atmospheric air at its varying temper- 
atures and relative humidities upon them 
may be expressed by employing absolute 
in place of relative humidity. This was 
done for Denver in 1951 and the curves 
of absolute humidity at atmospheric 
temperatures and at 90° F. compared, 
but the two curves are found to be in 
reverse to each other (Chart 4). 


Thus in “cold-blooded” creatures the 
drying effect of atmospheric air at usual 
atmospheric humidities is greater in 
warm than in cold weather; while in the 
upper respiratory tract of man the re- 
verse is true. 

There are, moreover, valid reasons for 
considering arthropods to be but occa- 
sional transmitters of poliomyelitis and 
this apparent inverted genera! relation- 
ship therefore is probably only of aca- 
demic interest in relation to its seasonal 


spread. 


SUMMARY 

A similar general correlation between 
the relative humidity of air at the tem- 
perature of the nose and throat, 90° F., 
and the occurrence of poliomyelitis 
which prevailed in the District of Co- 
lumbia and vicinity in 1950 was found 
to prevail in a locality with an altitude 
of 5,292 feet and a semiarid climate, 
Denver, Colo., in 1950 and 1951. This 
correlation points, together with much 
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additional evidence, toward the upper 
respiratory tract of man as being a body 
area significant in the seasonal spread of 
poliomyelitis and as possibly account- 
able for its seasonal incidence. 
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The Journal 25 Years Ago—Forerunner of the 
Epidemiology Section 


Journal readers will find an interest- 
ing footnote to the History of American 
Epidemiology reviewed on page 1135 of 
the September Journal, in the Journal of 
August, 1927. “The Conference of 
Epidemiologists” tells the story of the 
meeting of 56 “sanitarians” at the Johns 
Hopkins School of Public Health, at the 
invitation of the Rockefeller Founda- 
tion. Called to order by the then 
president of the American Public Health 
Association, Charles V. Chapin, M.D., 
the group elected E. S. Godfrey, Jr., 
M.D., presiding officer. Committees 
were appointed and principles laid down 
in six areas: 


Collection and systematic use of morbidity 
reports 

Provision for emergency study of epidemics 

Research in epidemiology 


The development of epidemiological service 
in local health departments 

Organization of epidemiological service 
within state health departments 

Selection and training of personnel 


Adopted by the conference was 
Hirsch’s definition of epidemiology: 


A science which will give, firstly, a picture 
of the occurrence, the distribution and the 
types of the diseases of mankind in distinct 
epochs of time and at various points of the 
earth’s surface; and, secondly, will render an 
account of the relations of these diseases to the 
external conditions surrounding the individual 
and determining his manner of life. 


Two years later the Epidemiology 
Section was organized. Its first chair- 
man and secretary, Drs. Don Griswold 
and Haven Emerson, respectively, are 
still active Fellows of the Section. 
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Some Epidemiologic Aspects of 
Brucellosis in the Midwest* 
With Reference to Iowa, Minnesota, and Particularly Wisconsin 


MILTON FEIG, M.D., M.P.H., F.A.P.H.A. 


Director, Section on Preventable Diseases, Wisconsin State Board of Health, 


pa 1905, the year of the first 
recognized case of brucellosis origi- 
nating in this country, and up to 1947, 
the reported incidence of brucellosis has 
steadily risen (Table 1). How much of 
this rise was due to a true increase in 
the number of cases, and how much to 
the increased alertness of physicians, im- 
proved methods of diagnosis, and better 
reporting cannot be determined. While 
an occasional limited study has shown 
a rise of incidence among retested live- 
stock, it would be dangerous to general- 
ize from so few studies, and doubly so 
to relate these, of necessity, to human 
infection. 

The number of reported cases in the 
United States reached a peak of 6,321 
in 1947, reflecting a morbidity rate of 
4.4. After that year there is a marked 
and progressive drop to 2,196 cases in 
1951, with a rate of 1.9. Of all regions 
in the United States the disease is most 
prevalent in the Midwest (E. & W. north 
central states), and the states of Iowa, 
Minnesota, and Wisconsin stand high 
among the first 10 in this country. The 
reported case incidence in Minnesota, 
Iowa, and Wisconsin parallels that of 
the United States as a whole in that the 
greatest case incidence was reported 
about the same year (Minnesota in 
1946, Wisconsin and Iowa in 1947). As 


* Presented, in part, before the Laboratory, Epi- 
lemiology and Pre ble Diseases Section of the 
Middle States Public Health Association Meeting, 
April 9, 1952. 
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expected, the morbidity rates (Figure 1) 
are much higher (Iowa, 37.1 in 1947; 
Minnesota, 15.8 in 1944; Wisconsin, 
13.8 in 1947). A subsequent almost 
progressive decrease to less than half 
their peak rates is noted from 1948 to 
1951 in Minnesota and Wisconsin, but 
Iowa which started a decline in 1948 
and 1949, rose markedly again in 1950 
and 195i. We must be careful in ex- 
plaining such changes in reported inci- 
dence. While the drop from peak levels 
in 1946 and 1947 may be partially 
accounted for by increased brucellosis 
control programs among dairy cattle, the 
total number of cases reported annually 
in any of the 3 states is small enough 
(902 in Iowa, 403 in Minnesota, 444 
in Wisconsin) to be influenced markedly 
by changes in reporting and the estab- 
lishment or discontinuance of special 
studies. The effectiveness of the newer 
antibiotics in securing improvement 
even before the establishment of a 
definite diagnosis may result in an 
appreciable decrease in reported inci- 
dence. 

It should be of particular interest 
that, for the 10-year period 1942-1951, 
the 3 midwestern states of Iowa, Minne- 
sota, and Wisconsin contributed 25 per 
cent of all the cases reported in the 
United States. In 1951, the year of the 
lowest reported incidence for this period, 
these 3 states alone reported half the 
national total. Thirty-five per cent of 
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Reported Incidence of Brucellosis in the Usited States, 


lowa, Minnesota, and Wisconsin; 1942-195 


United 
States 


Cases Cases 
3,228 5 333 

3,734 416 

4,436 295 

5,049 482 

5.887 638 

6,321 902 

4,991 412 

4,235 382 

3,510 549 

2,196 * 767 

44,587 5,176 


Year 
1942 
1943 
1944 
1945 
1946 
1947 
1948 
1949 
1950 
1951 

Total 


ov 


Inclusive 


Three States 

Combined 
Per cent of 

Rate U.S. Total 


Minnesota Wisconsin 


Cases 
260 
326 
395 
352 
403 
378 
295 
349 
281 
186 

3,225 


Rates per 100,000 based on civilian population estimates, Department of Commerce. Bureau of the Census. 


* Provisional 


all cases reported in the United States 
in that year came from Iowa. 

It is understood, of course, that the 
data presented are for reported cases 
and do not represent the actual inci- 
dence of brucellosis. While estimates 
of the actual number of cases vary con- 
siderably, there is a general tendency 
to accept a ratio of 10 actual cases for 
each reported one as more indicative of 
the true incidence. 


STRAIN DISTRIBUTION AMONG 
HUMAN BEINGS 

The three strains of the Brucella 
genus may produce disease among many 
domestic animals (including fowl) as 
well as in goats, swine, and cattle. In 
general, B melitensis is identified with 
goats, B. suis with swine, and B. abortus 
with cattle. Among each of these live- 
stock groups, infection with either of 
the other two strains may occur, and in 
turn be transmitted to human beings. 
Since B. suis and B. melitensis are more 
highly infectious to human beings and 
cause a more severe form of the disease 
than does the bovine strain, the advisa- 
bility for specific identification in 
patients, regardless of the particular 
type of animal contact or obvious source 
of infection, becomes apparent. 

That the strain most frequently in- 


volved in the production of disease in 
human beings in a given area is deter- 
mined by the particular nature of the 
specific livestock industry in that area 


Ficure 1 
Reported Brucellosis Morbidity Rates in the 


United States: Iowa, Minnesota, and 
Wisconsin—1942—1951, Inclusive 


Rate per 100,000 Population 
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; 
13.8 9.8° 158 23 
17.9 12.8) 5 178 24 
13.1 15.8- 241 2 
21.7 14.0; 3 275 22 ; 
26.8 14.9: 384 24 
37.1 13.6- 444 1 27 
4 16.6 10.4 ° 302 20 
’ 15.0 12.0 239 22 
of < 20.9 9.4 185 28 
ye 28.5 6.2 146 50 
2,552 25 
4 4, 
Dy 
3 
32 . 
2 
24 
20 
18 
12 
A 10 
6 
2 
Low 
Year 


lowa! 
1927-1949 


91 


529 


Per cent Per cent 
B. abortus 24 23 
B. suis 63 76 
B. melitensis 13 


Dominant Anima! Stock 


1. Data from Jordan. C. F., reference 6. 
2. Data from Magoffin, et ai., reference 3. 


has been frequently demonstrated. 
Table 2, a modification of data pub- 
lished by Jordan and Borts and tabu- 
lated by Heeren and Hendricks,* has 
been used to demonstrate this point. 
The present modification consists of: 
(1) introducing the most recently avail- 
able percentage distribution of strain 
isolations in the areas listed, (2) includ- 
ing data from the State of Wisconsin, 
and (3) listing the predominant animal 
stock in each state. 

It will be noticed that in Mexico, 
where goats are the preponderant animal 
stock, 95 per cent of 150 isolations re- 
ported by Castaneda were B. melitensis. 
In Minnesota, where cattle are pre- 
dominant, 86 per cent of 268 isolations 
from human beings were B. abortus. 
’ This strain constituted 96 per cent of 
238 isolations from 199 patients in Wis- 
consin, a state with 2.5—3 million adult 
dairy cattle. Michigan, with a livestock 
distribution comparable to Minnesota 
and Wisconsin, is reported to have a 
human strain distribution similar to 
those 2 states.* However, where swine 
are considered to constitute the major 
animal stock, as in Iowa and Alabama, 
63 to 76 per cent of the Brucella isola- 
tions from human beings are of the 
B. suis strain. 

It is erroneous, I believe, to relate the 
incidence and strain of human brucel- 
losis infection purely to the numerical 
distribution of the animal stock which 
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Percentage Distribution of Brucella Strains Isolated 
from Human Beings in Various States 


Alabama ! 
1939-1043 


3. Data from Stovall, W. D.. director, State Laboratory of Hygiene, Madison, Wis. 


Mexico* 
1938-1941 


Wisconsin 
1946-1948 


Minnesota * 
1949 


268 238 150 


Per cent Per cent Per cent 
86 
6 ‘ 3 2 
x 1 95 


Cattle Cattle Geats 


may act as reservoirs of infection. Such 
distribution alone does not adequately 
express the human exposure risk. Some 
other factors besides the dominant live- 
stock which must be considered are: 

1. The specific livestock subgroup— 
Iowa (Table 3) has 4 times as many 
cattle as Alabama, 50 per cent more than 
Minnesota, and one-third more than 
Wisconsin. Yet when one compares 
the proportion of dairy to beef cattle in 
these states, the picture changes con- 
siderably. Dairy cattle are retained 
longer than beef cattle, and the ex- 
posure risk is increased by transmission 
of infection through the consumption of 
unpasteurized infected milk and other 
products. 

2. The farm or “herd” distribution of 
the livestock—Wisconsin, with almost 
twice as many swine as Alabama, dis- 
tributes them among almost half as 
many farms or herds. On this basis the 
number of Wisconsin farmers exposed to 
swine contact infection is about half 
that of Alabama and Iowa, and two- 
thirds that of Minnesota. 

3. The incidence of infection among 
the livestock—-For the United States as 
a whole in 1948, it was estimated that 20 
per cent of the cattle herds and 5 per 
cent of the cattle were infected. It was 
recognized, however, that considerable 
variation exists not only between the 
various regions, but among the sev cral 
states within a region, and even within a 
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Taste 3 


Cattle and Swine Distribution in Alabama, 
Towa, Minnesota, and Wisconsin 


Cattle 


— 
Number! 


1,239,000 ¢ 
4,858,000 § 
3,242,000 
3,727,000 7 


1. Agricultural statistics—as of Jan. 1, 1952. 
2. Agricultural statistics—as of Jan. 2, 1945. 
3. Agricultural statistics—as of Dec., 1950. 
4. About 40 per cent dairy. 

5. About 50 per cent dairy. 

6. About 60 per cent dairy. 

7. About 70 per cent dairy. 


single state. For example, 41 per cent 
of the dairy herds in Wisconsin showed 
evidence of infection in 1951, but there 
were marked differences within the 
various counties of the state and Zintek * 
in 1950 demonstrated a parallelism in 
the infection rate among animals and 
that among human beings in these 
counties. Marked differences in swine 
infection rates have been noted between 
Towa and Wisconsin. Based on agglu- 
tination titers of 1:25 and over as being 
positive, 17 per cent of Iowa swine ® are 
infected, whereas only 4 per cent of 
Wisconsin’s are, if such agglutinations 
may be considered comparable. 

The persistent marked decrease since 
1948 in the incidence of human brucel- 
losis in Minnesota and Wisconsin 
(Figure 1) may he attributed to vig- 
orous control programs among the dairy 
cattle of these two states. The subse- 
quent rise after a temporary decline in 
Iowa may indicate the futility of attack- 
ing only one source of transmission (the 
bovine) vigorously and failing to do so 
with the second and undoubtedly more 
responsible source in that state, the 
porcine type. 


TRANSMISSION 

The most common methods of trans- 
mission of brucellosis from infected 
animals to man are through direct con- 


Herds* 


189,863 
191,323 
165,622 
147,093 


Number! 


1,299,000 
12,882,000 
3,992,000 
2,039,000 


tact witn the infected animals or their 
tissues, and through the ingestion of 
raw, unpasteurized dairy products. 
Livestock most commonly involved in 
contact transmission are swine, goats, 
and cattle, although sheep may be pre- 
dominantly implicated in sheep-raising 
areas. It has been suggested that fowl 
may play a more important role in con- 
tact transmission than hitherto sus- 
pected.2 Animal sources for infected 
dairy products are almost exclusively 
cows and goats, with the latter playing 
an almost negligible role in the Mid- 
west. 

Estimates of the relative importance 
of the contact and of the ingestion 
method of transmission vary. Fifty per 
cent ® to 75 per cent® of all cases have 
been attributed to contact. That the 
latter estimate may be more accurate 
is supported by evidence of clinical his- 
tories in culturally proven cases. The 
difficulty of transmitting the B. abortus 
infection through raw milk has also been 
noted.? There remains, however, much 
need for additional data concerning the 
relative roles of these two methods of 
transmission, as well as for other possi- 
ble channels such as the respiratory and 
ectoparasitic. 

With this in mind the correlation of 
noncontact cases with raw and pasteur- 
ized milk consumption in Table 4 
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Age-Sex Distribution of 190 Brucellosis Cases in Wisconsin Among Noncontact Group: 
According to Raw and Pasteurized Milk Consumption 


Age Group 


should be of interest. All those urban 
noncontact cases which consumed both 
raw and pasteurized dairy products were 
included among the raw milk users. 

Of 190 noncontact cases, only 107 
(or 56 per cent) reported that they used 
raw dairy products; the others claimed 
they used pasteurized products ex- 
clusively. Of the 107 raw milk users, an 
equal sex distribution was noted only in 
both age group extremes (0-14, and over 
50 years of age), while the M:F ratio 
in the intermediate age groups was 4.5— 
1. In the 1949 Minnesota report® 63 
of 74 noncontact cases consumed raw 
milk or cream (85 per cent as compared 
with the 56 per cent presented here for 
190 cases), and the sex distribution was 
about equal although the age distribu- 
tion of the 63 cases is not stated. In 
the summary of 601 noncontact cases by 
Dr. C. F. Jordan of Iowa (1950),° the 
sex distribution was also about equal in 
all age groups, but no correlation with 
raw or pasteurized milk supply was 
noted. 

The high per cent of noncontact cases 
in this series claiming to have used only 
pasteurized dairy products presents sev- 
eral points for consideration. If we 
assume that infection is transmitted 
either through contact with infected 
animals and animal tissues, or through 
the ingestion of raw infected dairy 
products, then no cases should occur in 
a noncontact group using only pasteur- 
ized dairy products. Yet, almost half 
of this series of noncontact cases arose 


in such a group. Several explanations 
are possible: 


1. The histories in respect to contact may be 
inaccurate. This is unlikely for such a 
large number of individuals living in urban 
areas. In view of the relatively low infec- 
tivity of the B. abortus strain to human 
beings, more than a single casual contact 
with infected animals or tissues would 
usually be required. It is improbable thet 
the necessary repeated contacts would be 
forgotten so quickly by so many. 

. The histories in respect to the exclusive 
ingestion of pasteurized dairy products may 
be in error. These may be considered 
errors due to inadequate, incomplete pas- 
teurization of labeled dairy products. Yet 
the M:F ratio is far from equal in this 
group (4.2-1) and is about twice as great 
as in the noncontact raw milk drinkers. 

. The possibility of more frequent involve- 
ment of other suggested methods of trans- 
mission must be considered. The unbal- 
anced sex distribution in these cases seems 
to oppose such a concept. 


n 


These explanations, however, are un- 
important. What is important is the 
fact that the suggestion has been made 
that there is need for further epidemi- 
ological studies of the age sex distribu- 
tion and methods of transmission of the 
disease in both contact and noncontact 
groups. It should not be assumed that 
nearly all noncontact cases must be due 
to the consumption of infected raw dairy 
products, nor that all contact cases are 
due to contact infection inasmuch as 
only 20-40 per cent of all dairy herds 
are infected, and 90 per cent of Wis- 
consin farm groups with dairy herds 
drink raw milk. 
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SEX DISTRIBUTION 
General Sex Distribution—Table 5 
shows the sex distribution of 865 investi- 


TaBLe 5 
Sex Distribution of 865 Cases of Brucellosis 


in Wisconsin (1948-1951 Inclusive) 
According to Type of Contact 


Total 


Group No. Percent* No. Percent 


Farm 556 439 
Meat Handler 87 82 
Noncontact 105 80 
No Data 117 92 
All Groups 865 693 


* Per cent of particular contact group. 


gated cases of brucellosis which occurred 
in Wisconsin from 1940 through 1951. 
About 90 per cent of these cases had 
agglutination titers of 1:160, or above, 
and include those yielding successful 
cultural isolations regardless of sero- 
logical reaction. The cases were investi- 
gated through the district offices of the 
Wisconsin State Board of Health. 

Six hundred and ninety-three of the 
865 cases were male; the male: female 
ratio being 4-1. This is the same ratio 
obtained from Jordan’s® presentation 
of 2,403 lowa cases in 1950, and very 
similar to that mentioned in 1949 by 
Magoffin and associates* for about 
4,000 Minnesota cases. 

Sex Distribution in Contact Cases— 
Contact cases presented in Table 5 are 
broken down into two groups: farm 
contacts and meat handlers. The group 
classified as “meat handlers” includes 
slaughterers, butchers, workers in 
processing and packing plants, and vet- 
erinarians. Of 643 cases in both con- 
tact groups, 521 were male—the M:F 
ratio remaining at about 4-1. This 
ratio is maintained by the 556 farm con- 
tact cases and differs considerably from 
those of 7—1 for 1,802 Iowa contact 
cases,° and of 8-1 obtained in a group 
of 181 Minnesota contact cases.* In 
neither of these two instances, however, 
were the contact cases subdivided. The 
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sex ratio of the Wisconsin meat handler 
group is above 16 male to 1 female. 
There can be no doubt that the high 
male ratio among the cases in this group 
is not due to increased sex sensitivity 
among males or an increased immunity 
of females, but is due to greater occupa- 
tional exposure to the products of 
transmission. 

We, therefore, reconsidered our farm 
“contacts” and selected those cases as 
contacts whose cattle were proved posi- 
tive reactors. There were 282 such 
cases, and among these the M:F ratio 
was 6.6-1. This points to a potential 
error in considering all persons with 
animal contacts as exposed to contact 
infection, when one considers that na- 
tionally 5 per cent of cattle are infected 
and a somewhat smaller per cent of: 
swine and in both instances from 20 to 
40 per cent of herds. 

Sex Distribution in Noncontact Cases 
—Noncontact cases were those indi- 
viduals living in urban areas not occu- 
pationally engaged in “meat handler” 
occupations and who gave no history of 
any farm-animal contact. There were 
105 such cases (Table 5) and the sex 
ratio reveals 3 males to 1 female. This 
differs considerably from the equal sex 
distribution of 601 such cases reported 
from Iowa® and 71 reported from Min- 
nesota ® and is difficult to explain. 


AGE DISTRIBUTION 

General Age Distribution—The age 
distribution of 806 cases studied in Wis- 
consin is presented in Table 6. Five 
hundred and sixty-two cases (70 per 
cent) occurred in age groups 20-49 
years of age. About the same per cent 
of cases reported from Iowa and Minne- 
sota in previous references were in these 
age groups. Of the Wisconsin cases, 
4.7 per cent were under 10 years of age, 
whereas 3.0 per cent of 4,240 cases re- 
ported in Minnesota * and 3.1 per cent 
of 2,403 cases in Iowa ° were in this age 
group. 


Male Female 
79 117 21 
o4 5 6 
: 76 25 24 
79 25 21 
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Age Distribution of 806 Cases of Brucellosis in Wisconsin 


09 
No. Percent * No. Per cent 


23 4.5 51 9.9 


Total 
No. 


109 


516 


2 2.5 


0.0 


79 


0 


194 3.6 


17 


7 
8 


806 38 4.7 75 9.3 


* Per cent of particular contact group. 
+ Percentage age distribution not calculated. 


Inasmuch as these two age groups 
have received considerable attention in 
studies on brucellosis in the past and 
will be discussed further in this paper, 
the following tabulation is presented for 
purposes of evaluation. 


Percentage Age Distribution in the 


United States 
(Under 10, and 20-49 Year Age Groups) 
in Each Sex* 
Age Group In Per Cent of Total Sex Group 
M F 
20-49 21.4 22.3 
10.0 9.6 


Under 10 


* Department of Commerce, Bureau of the Census 
1049, 


Age Distribution in Contact Groups 
—Seventy per cent of 595 contacts 
(farm and meat handler) were 20-49 
years of age (Table 6), and 3.9 per cent 
were under 10 years of age. These 
proportions are very similar to those in 
1,802 cases presented by Jordan® for 
Iowa in which 76 per cent were 20—49 
years, and 4.2 per cent under 10 years of 
age. There is no appreciable variation 
if we consider the Wisconsin farm con- 
tact group separately (68 and 4.5 per 
cent respectively for each age group). 
As might be expected of occupational 
meat handler contacts, not a single one 
of the 79 cases occurred under 10 years 
of age; 91 per cent of them arose in the 
20 to 49-year age group. 

Age Distribution Among Noncontacts 
—The large proportion of cases (70-90 
per cent) in the 20 to 49 year age group 


(1948-1951 Inclusive) According to Type of Contact 


20-29 
Per cent 


21.1 


40 490 
Per cent 


21.1 


30-39 
No. Percent 


135 26.2 


Ne 
109 


38.0 15 


of contacts has been used to demon- 
strate the highly occupational nature of 
the transmission of brucellosis. It would 
seem, however, that even in noncontacts 
this age group carries a disproportionate 
share of cases. One hundred and thirty- 
one (67.5 per cent) of 194 cases in Wis- 
consin (Table 6) were 20-49 years of 
age, and similarly, 61 per cent of 601 
Iowa noncontact cases.° Only 3.6 per 
cent (7 of 194 cases) of the noncontact 
cases in the Wisconsin series and 6 per 
cent of the Iowa series were under 10 
years of age. 

Age Distribution Among Females— 
It has been stated that the incidence 
of female cases is almost equal in all 
age groups.*:° This has been explained 
on the assumption that the most likely 
method of transmission of brucellosis in 
females is not through contact but by 
the ingestion of unpasteurized dairy 
products. The data from the Wisconsin 
series do not support such a statement 
concerning the age distribution of female 
cases, nor does a closer examination of 
the data previously presented from Iowa 
and Minnesota wherever comparable. 

Of 72 female farm contact cases 
(Table 7), 45 or 62.5 per cent were 
between 20-49 years of age; & cases 
(8.3 per cent) were under 10 years. 
This is comparable with the age dis- 
tribution of Jordan’s® group of 220 fe- 
male contact cases in which 70 per cent 
were in the former and 6 per cent within 
the latter age group. The per cent of 
female cases under 10 years of age is 
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Age Distribution of 116 Female Contact and 
Noncontact Cases (Wisconsin, 1948-1951 
Inclusive) 


Contact Cases Noncontact Cases 


4geGroup ‘Number Percent Number Per cent. 


1 
5 
2 
2 
12 
16 
17 
17 


Seuss 

MAAN 

w 


consistent with the percentage age dis- 
tribution of females in the United States 
(9.6 per cent); that of the 20-49 year 
age group is about 3 times greater than 
the normal age distribution of this group 
(22.3 per cent) and very similar to the 
age distribution of male contacts (70.9 
per cent of 228 cases, Table 8). 


TABLE 8 


Age Distribution of 425 Male Contact and 
Noncontact Cases (Wisconsin, 1948-1951 
Inclusive ) 


Contact Cases Noncontact Cases 
A... 


Age Group Number Percent Number Per cent 
2 
5-9 

10-14 

15-19 

20-29 

30-39 

40-49 

$0 and over 

Total 

No Dsta 


~ 


Twenty-three of 44 female noncontact 
cases (52.3 per cent) were between 20— 
49 years of age, and only 2 (4.5 per 
cent) were under 10 years of age. In 
Jordan’s ® group of 286 female noncon- 
tact cases, 60 per cent were between 20- 
49 and 6.3 per cent under 10. While not 
as great as in the female contact cases 
or as great as noncontact male cases 
(71.6 per cent; Table 8), nevertheless 
the incidence of brucellosis in the 20 to 
49-year age group of female noncontact 
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Ficure 2 
Per cent Distribution of 288 Male and 72 
Female Contact Cases (Wisconsin, 
1948-1951, Inclusive) 


Per Cent of Cases 
o 


Age-Group (Years) 


cases is also markedly greater than the 
general age distribution of this sex. 
Figure 2 shows the parallelism in the 
age distribution of male and female con- 
tact cases. While male noncontact cases 
reach a peak of incidence at 20-29 years 
of age and thereafter decline, there is 
an apparent progressive increase with 
age in noncontact female cases (Figure 
3). 


Ficure 3 
Per cent Distribution of 137 Male and 44 
Female Noncontact Cases (Wisconsin, 
1948-1951, Inclusive) 


Per Cent of Cases 


Age-Group (Years) 


SEASONAL DISTRIBUTION 
General — Considerable variation is 
noted in discussions on the seasonal dis- 
tribution of brucellosis. Jordan and 
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Year Mar. 


1948 9.0 13.4 9.0 9.0 8.2 i. 
1949 12.6 5.0 8.4 7.6 6.7 7. 
1950 7.8 3.9 7.8 5.9 11.8 9. 
1951 9.9 7.0 18.5 2.7 3 
No. of 

Cases 42 33 41 36 39 45 
Av. Per 

cent 9.9 7.7 9.6 8.5 9.2 10.6 


Borts,” in their presentation of 271 
recorded cases in Iowa which occurred 
between 1933-1935, showed that the 
greatest reported incidence was in June, 
July, and August (11, 13, and 20 per 
cent respectively). The general pattern 
was that of a normal curve with some 
skewness to the right. It must be 
emphasized that these cases were con- 
sidered not by month of onset but by 
month of report, and apply chiefly to 
infection with the B. suis strain. 

In the 1949 report of Magoffin, Spink, 
et al.,® the incidence of 268 cases of 
brucellosis, according to month of onset, 
is noted. The March to August inci- 
dence is somewhat higher (60 per cent 
of cases), and the incidence is lowest in 
late summer and fall. It is stated that 
most previous data have shown the 
highest incidence to occur in the sum- 
mer season, while in that group the 
spring incidence is somewhat greater. 
None of the seasonal variations were 
marked, however. 

There are so many variables in the 
- production of brucellosis in human 
beings, ranging from the specific strain 
of organism to the particular animal 
stock involved, and from there to the 
mode of transmission and on to special 
characteristics of the susceptible human 
host such as age, sex, and occupation, 
that it is not surprising that no appre- 
ciable chronogramic patterns are dis- 
cernible. These may become evident, if 
they exist, only when the number of 
significant variables is diminished and 
confounding elements eliminated. 
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Monthly Distribution of Onsets, in Per Cent of Total Annual Cases, Among 426 Animal 
Contacts (Farmers), (Wisconsin, 1948-1951 Inclusive) 


Total 

Cet. Cases 

9.0 9.7 3.7 7.5 6.7 134 
8.4 4.2 4.2 5.9 17.6 11.8 119 
13.7 7.8 4.9 8.8 5.9 11.8 102 
2.8 8.5 5.6 5.6 2.8 2.8 71 
38 32 19 30 38 33 426 

8.9 7.5 4.5 7.0 8.9 7.7 100.0 


In the Wisconsin series considered 
here, I am fortunate in presenting cases 
in which, using previous human strain 
isolations as a criterion, at least 95 per 
cent may be presumed due to the 
B. abortus strain. One variable in- 
volved (meat handlers) may be elim- 
inated by considering farm groups only. 
There were 426 such cases (Table 9) 
during the 4-year period under 
consideration (1948-1951). Forty-five 
cases (10.6 per cent) specified June; 
42 (9.9 per cent) January, and 41 cases 
(9.6 per cent) March as the months of 
onset. The lowest number of onsets, 
19 (4.5 per cent), occurred in Septem- 
ber. Seasonal grouping showed very 
little variation and would tend to con- 
firm previous statements to the effect 
that B. abortus infection in human be- 
ings is sporadic." 

Inasmuch as a maximum of 40 per 
cent of Wisconsin dairy herds were in- 
fected, it becomes apparent that not all 
of the 426 cases should be considered 
“contact” cases in the proper meaning 
of the term. This group was further 
“purified” by considering only those 
male farm cases in which contact 
occurred with known Bang-positive 
cattle. There were 224 such cases. In- 
asmuch as approximately 90 per cent 
of Wisconsin farm cases at the time of 
investigation drank their own unpasteur- 
ized milk, it must be acknowledged that 
not all of the 224 cases were necessarily 
and primarily infected through contact 
transmission. How many of these cases 
were originally infected through the 
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ingestion of raw milk cannot be deter- 
mined, although the difficulty of trans- 
mitting B. abortus infection through 
such means has been noted by Huddle- 
son and Orr;?° nor can the relative roles 
of both portals of entry be accurately 
estimated in the production of infection 
in these 224 cases. These confusing 
elements could be eliminated by con- 
sidering only those farm cases in contact 
with infected cattle who drank only 
pasteurized milk, but the total number 
of such cases in this series is too small 
(29); and such data are not to be found 
in the available literature. On the basis 
of previous numerical comparisons of 
contact to noncontact cases and the 
greater infectivity of contact transmis- 
sion, it is reasonable to assume that an 
insignificant number of these 224 male 
farm cases were infected chiefly through 
ingestion of infected milk. Such an 
assumption cannot be made as assuredly 
for a similar group of female farm cases 
where contact would be much less in- 
tensive and frequent. 


Ficure 4 


Percentage Distribution by Month of Onset of 
224 Brucellosis Cases Among Farmers in 
Contact with Bang-Positive Cattle 


Per Cent of Total Cases 
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Ficure 5 


Percentage Distribution by Month of Onset 
of 53 Meat Handlers 


16 4 
187 


Per Cent of Total Cases 


2.5 $.D.c 0 to 17.8 


Month of Onset 


Seasonal Distribution of Specific 
Groups—Figure 4 shows the percentage 
distribution of cases by month of onset 
among 224 farmers, all of whom had 
Bang-positive cattle. The distribution 
takes the form of a diphasic curve with 
the peak of incidence in January, a 
marked depression in September, and a 
second peak in November. The de- 
scending arm of the curve from January 
to September shows some increase in 
incidence in April and July. However, 
only the January peak and the Sep- 
tember depression approach statistical 
significance. 

Figure 5 presents a curve showing the 
percentage distribution of onsets, by 
month, of 53 meat handlers. The 
widely fluctuating nature of the meat 
handlers’ curve is evident. The marked 
June depression is believed to coincide 
with a seasonal slump in the industry. 

The curve produced by 85 noncontact 
urban cases is shown in Figure 6. All 
these cases may be presumed to have 
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Ficure 6 


Percentage Distribution by Month of Onset 
of 85 Noncontact Urban Dwellers 


leT —— 2.5 


Per Cent of Total Cases 


become infected through the ingestion 
of unpasteurized infected dairy products. 
The sporadic nature of the distribution 
is apparent. 

The distribution of 124 cases among 
farmers whose cattle are presumably 
brucellosis-free and therefore might be 
considered as having become diseased 
through ingestion of infected raw dairy 
products, rather than by contact with 
infected animals, is shown in Figure 7. 
As in the 224 positive contact farm cases 
a marked, significant September depres- 
sion is noted. The statistically signifi- 
cant increase in incidence in August is 
outstanding. I cannot account for it. 


CHRONIC BRUCELLOSIS 

Brucellosis in human beings has fre- 
quently been described as a major public 
health problem. The factors which must 
guide one in the evaluation of a given 
disease are (1) the incidence, (2) the ac- 
companying severity as measured by its 
duration, etc., (3) resultant disability, 
(4) the case fatality rate, and (5) avail- 
ability of measres for mass application. 
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The incidence of brucellosis, even in 
the years of greatest incidence, not only 
will not stand comparison with that 
of any of the chronic degenerative dis- 
eases which today are among the leading 
causes of death, but compares poorly as 
a human public health problem with 
such diseases as tuberculosis (with many 
more recorded annual deaths than there 
are annual reported cases of brucellosis) , 
poliomyelitis, infectious hepatitis, ty- 
phoid fever, and many others. 

It has often been said that the 
chronicity of undulant fever places it 
in a major public health category. Data 
concerning the duration of illness in 
brucellosis from 2 sources are tabulated 
in Table 10. Fifty to 69 per cent of 
156 cases were 3 months or less in dura- 
tion. Twenty-three to 31 per cent of 
cases lasted 3 months to one year, and 
25 of 156 cases (16 per cent) had illness 
prolonged one or more years. To this 
it must be added that disability in the 
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Percentage Distribution by Month of Onset 
of 124 Brucellosis Cases Among Farmers in 
Contact with Presumably Brucellosis-Free 
Cattle 
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Chronicity of Brucellosis 


Jordan and Spink, et al..* 

Borts * (1947) (1951) 

Duration 108 Cases 48 Cases 
Per cent Per cent 

Less than 3 mos 54 cases—5O 

3 mos. or less 33 cases—69 
3-6 mos. 14 cases—-13 31 lle 23 

7 mos.-1 yr. 19 cases——18{ ~ 
1 yr. and more 21 cases—-20 4 cases— 8 


‘Data from Reference 1. 
* Data from Reference 11. 


longer cases is neither total nor e¢on- 
tinuous, and that it is not known 
whether periodic recurrences are exacer- 
bations of the original infection or rein- 
fections. 

Deaths from brucellosis are infre- 
quent. Data for the United States as a 
whole are available for the years 1942 
through 1949 (Table 11). Five hun- 
dred and seventy-seven deaths due to 
brucellosis were reported in the United 
States during this 8-year period, a mor- 
tality rate of 0.054 per 100,000 popula- 
tion. The lowest death rate (0.04) was 
reported in 1947 and again in 1948; the 
highest (0.07) in 1945. During this 
period 5 deaths due to brucellosis were 
recorded from Minnesota, 13 from Iowa, 
and 16 from Wisconsin. 

The case fatality rates for the United 
States as a whole (1942-1949 inclusive) 
was 1.5 per cent; for Minnesota, 0.2 per 


United States lowa 


11 


Cases, Deaths, and Case-Fatality Rates Due to Brucellosis in the United States, 
Iowa, Minnesota, and Wisconsin, (1942-1949 Inclusive ) 
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cent; Iowa, 0.3 per cent, and Wisconsin, 
0.7 per cent. Case fatality rates in the 
United States, Minnesota, and Wiscon- 
sin were highest in 1942, the first year 
of the series, and in Iowa in 1944. For 
the United States, the case fatality rates 
decreased inversely with the progressive 
rise in incidence to the peak of 1947. 
This decrease cannot be attributed to 
the effectiveness of antibiotic therapy in 
view of the subsequent rise in rates dur- 
ing 1948 and 1949. It can best be ex- 
plained on the basis of improved diag- 
nosis and perhaps better reporting. 


SUMMARY AND CONCLUSIONS 
The reported incidence of brucellosis 
reached a peak in 1947 with 6,321 
cases, a morbidity rate of 4.4, and has 
since declined to 2,196 cases (pro- 
visional) in 1951, a rate of 1.9. The 3 
midwestern states of Iowa, Minnesota, 
and Wisconsin contributed 25 per cent 
of all cases reported in the United States 
during the 10-year period 1942-1951, 
and 50 per cent of all reported cases in 
1951. While the case rate of Minne- 
sota and Wisconsin parallels that of the 
United States, Iowa in 1950 and 1951 
rose markedly again. This may be 
attributed in some degree to an animal 
control program limited chiefly to cattle 
in a predominantly hog-raising state. 
The distribution of human strain iso- 


Minnesota Wisconsin 
A. 


Number of oP Number of 
C-F 
Year Deaths Cases Rate Deaths Cases 


3,228 2.4 2 333 
1943 77 3,734 2.1 3 416 
1944 80 4,436 1.8 $s 295 
1945 94 5,049 1.9 2 482 
1946 69 $5,887 1.2 0 638 
1947 $8 6,321 0.9 1 902 
1948 55 4,991 1.1 0 412 
1949 68 4,235 1.6 0 382 

37,881 1.5 13 3,860 


Number of Number of 
C-F 
Rate Deaths Cases 


. 


$4 


Deaths Cases 


0.6 1 260 0.4 3 158 1.9 
0.7 1 326 0.3 2 178 1.1 
1.7 0 395 0.0 2 241 0.8 
0.5 1 352 c 3 275 1.1 
0.0 i 403 0.2 3 384 0.8 
0.1 0 378 0.0 4 444 0.9 
0.0 1 295 0.3 0 302 0.0 
0.0 0 349 0.0 1 239 0.3 
0.3 S 2,758 0.2 16 2,221 07 
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lations is predetermined to some extent 
by the nature of the livestock industry 
in a given area, but the purely numerical 
distribution is subject to modification by 
the varying infectivity of the different 
strains to animals and human beings, the 
size of the herds in which the animals are 
collected, the varying per cent of herd 
infection in different areas, and the 
method of transmission which may be 
involved. 

Except among meat handler groups, 
the method of transmission is not easy 
to determine. Ninety per cent of Wis- 
consin’s male farm cases also drink 
their own unpasteurized milk. Forty- 
four per cent of the noncontact urban 
dwellers with brucellosis claim to have 
ingested only pasteurized dairy products. 
The possibility of methods of transmis- 
sion other than through direct contact 
or by ingestion must be given more 
serious consideration. 

In general 4 times as many males as 
females become ill. While previous re- 
ports indicate a higher M:F ratio of 7 
or 8 to 1 for contact cases, the Wiscon- 
sin series of 643 cases maintain a 4-1 
ratio, although this ratio in meat 
handlers increases to 16-1. This group 
comprises about one-eighth of the entire 
contact group of Wisconsin cases. In- 
stead of considering all animal contacts 
as contact cases (since only 20-40 per 
cent of herds are infected) and only 
considering those cases (282) in contact 
with known infected cattle as such, the 
M:F ratio changes to 6.6 to 1. 

Contrary to expectations, the sex dis- 
tribution among 105 noncontact cases 
was not equal but the M:F ratio was 
still 3-1. 

The age distribution of 806 cases 
showed 4.7 per cent under 10 years of 
age, and 70 per cent between 20-49 
years of age. This age distribution is 
similar to that of previously reported 
studies from other states, as was a simi- 
lar age distribution of 595 contact cases. 
In the 79 meat handler cases, none were 


under 10, 91 per cent were in the 20 to 
49-year age group. 

Of 194 noncontact cases in Wisconsin, 
67.5 per cent were in the 20 to 49-year 
group, comparable to 61 per cent of a 
larger series previously reported from 
Towa. 

Of 72 female farm contacts, 62.5 per 
cent were between 20-49 years of age. 
In 44 female noncontact cases 52.3 per 
cent were of the same age group. The 
curve of age distribution of female con- 
tact cases parallels that of the male con- 
tact cases. The age distribution curve 
of female noncontacts shows an increas- 
ing incidence with increasing age, 
whereas that of male noncontacts reaches 
a peak of incidence at 20-29 years and 
thereafter declines. 

An effort has been made to present 
the monthly distribution of onsets by 
selecting specific groups and presumably 
different methods of transmission. A 
diphasic curve is formed by 224 male 
farm cases in contact with known in- 
fected cattle, with a significant crest in 
January and a significant depression in 
September. A curve produced by a 
consideration of onsets by month in 124 
farmers with supposedly Brucella-nega- 
tive cattle showed a somewhat similar 
curve, with a significant September de- 
pression, but a marked peak of incidence 
is reached in August instead of January. 
The distributional curve produced by 53 
meat handlers fluctuates markedly, the 
lowest incidence being reached in June, 
coincidental with a slack period in the 
industry. The curve of 85 noncontact 
cases is extremely sporadic. 

Brucellosis is discussed as a public 
health problem. Neither the incidence, 
duration, disability, nor case fatality rate 
would seem to indicate it to be one of 
major proportions. Available data show 
that 50 to 70 per cent of cases are 3 or 
less months in duration; 15 per cent are 
ill for more than one year and such ill- 
ness is not continuous during that time, 
with varying attending degrees of partial 
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disability. The case fatality rate is low, 
1.5 per cent nationally, and one-half to 
one-seventh the national rate in Wiscon- 
sin and Minnesota respectively. 


Nore: I should like to express my indebted- 
ness to Miss Vivian B. Holland, Statistical 
Services, Wisconsin State Board of Health, 
who compiled and tabulated the data pre- 
sented in this paper. 
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The Journal 25 Years Ago 


Present-day Journal readers even 
more than those of April, 1927, may 
need to be reminded of the contributions 
of Carl Joseph Eberth to the knowledge 
about typhoid fever. An editorial in an 
issue of that date said, “The death in 
Berlin of Eberth in his ninety-second 
year brings to the attention of sani- 
tarians a well known name which, how- 
ever, has not appeared frequently in 
recent literature. Eberth was the dis- 
coverer of the typhoid fever bacillus, a 
discovery which has stood the test of 
time.” 


“Eberth had made his reputation 
in the field of pathology long before 
his work on typhoid fever brought him 
into prominence. The discovery was 
made in 1880, and described fully in 
Virchow’s Archives in 1881. His ob- 
servations made it certain that the germ 
described was in some way connected 
with the disease, which was later proved 
by Gaffky in 1884. His name has been 
perpetuated by the term ‘Eberthella’ 
applied to a genus of bacteria found in 
the intestinal canal of man in enteric 
inflammation.” 


: 5. Jordon, C. F. Chapter on The Epidemiology of i . 
Brucellosis. Brucellosis. Washington, D. C.: Am. 
Assoc. for the Advancement of Science. 1950, pp. | 
98-115. 
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HE chance of a meeting of the 

Western Branch of the American 
Public Health Association in Denver 
gives to a novice in the field the privilege 
of paying tribute to one of the most 
experienced public health officers. If 
I understand John J. Sippy’s contribu- 
tion, it was based fundamentally on his 
unshakable conviction of the impor- 
tance of preventive medicine to the com- 
munity, the state, and the country, a 
conviction so strong that no allure of 
important positions could ever draw him 
away from the actual practice of public 
health in the local area. The result, it 
seems to me, is that a spirit survives him 
in his state expressing itself in progres- 
sive and imaginative work in his chosen 
field. 

I will use three examples. We are 
beginning elsewhere to recognize the 
significance of housing to public health 
but some years ago the subject was dis- 
cussed at a meeting of the Western 
Branch in California. Also, just now, 
California is taking the leadership in 
two nationally important fields, stream 
pollution and air pollution. Since a 
stream pollution bill failed to pass the 
Colorado Legislature in 1950, a new 
committee, under the leadership of Wil- 
liam McGlone, undertook to make an 
entirely fresh start. This committee 
first studied intensively all the recent 
regional reports and found that the 
work of the California Commission and 
the successful legislation of that state in 
1949 was by far the most helpful to us. 


*The john J. Sippy Memorial Address, presented 
at the meeting of the Western Branch, American 
. in Denver, Colo., June, 


The California Commission first clari- 
fied the problem by sharp definitions. 
They specified “contamination” to mean 
an impairment of the quality of the 
waters of the state which creates an 
actual hazard to public health; while to 
“pollution” they gave the following 
comprehensive and significant meaning, 
that it includes impairment that ad- 
versely and unreasonably affects waters 
of domestic, industrial, agricultural, 
navigational, recreational, or other bene- 
ficial use; while “nuisance” they defined 
as a damage to any community by odors 
or unsightliness resulting from unreason- 
able practices in the disposal of wastes. 

Under the new California laws the 
state was divided into nine regions and 
a state Water Pollution Board was 
established, made up of the directors 
of the appropriate governmental agen- 
cies plus the directors of the nine re- 
gional boards. Of the principles of the 
legislation, the codrdination of all agen- 
cies for the prevention and control of 
pollution of the streams both from 
municipal and industrial wastes was of 
first importance. The program involved 
decentralization, with a case-by-case 
local study of problems of pollution; it 
included elimination of the rigidity of 
classification and gave to what we might 
call the consumer, that is municipalities 
and industries, the advantage of a 
knowledge of standards of discharge re- 
quirements set up for each area after 
thorough study. The prvzram stressed 
both a knowledge of industrial water 
use as well as the production of indus- 
trial waste; it stressed also the main- 
tenance of underground waters as well 
as the protection of surface waters. 
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In the studies made on stream pollu- 
tion by public health groups in states 
not highly industrialized the emphasis 
has been predominately on sewage dis- 
posal. Even with our limited indus- 
trialization in Colorado we have learned 
the overwhelming significance of this 
factor. We have but three large estab- 
lished industries in the state involved in 
stream pollution; beet sugar processing, 
the steel industry, and mining. All three 
of these groups have been working 
actively with the committee. From the 
beet sugar industry we have learned that 
their operation, though seasonal, pollutes 
the streams for that period more than 
the total population of the area. More- 
over, the industry is experimenting 
effectively on a method of reducing their 
pollution potential. Stressing the sig- 
nificance of “codperation” (the keystone 
of the California laws) it is our belief 
that unless health departments work to- 
gether with industry on stream pollution 
the problem cannot be ameliorated. 

Concerning air pollution. my informa- 
tion comes from an article in a popular 
science journal, one that we could not 
well spare, namely the Scientific Amer- 
ican. In the May, 1952, issue the first 
article is on smog, telling of experiments 
going on in Los Angeles. Here indeed 
is an example of a major problem which 
industrialization has brought to us. The 
burning of fuels, even when they are 
liquid and gaseous, discharges into the 
air all sorts of organic gases and 
vapors—methane, acetylene, aldehydes, 
phenols, ketones, ammonia, and alcohols. 
In Los Angeles some two million auto- 
mobiles, buses, and trucks burn every 
day nearly four million gallons of gaso- 
line and oil releasing nearly four billion 
cubic feet of exhaust. In addition to 
this there are vast outpourings from 
many types of industrial processing 
plants. Moreover the wind is seldom 
strong enough to dissipate this polluted 
air. Los Angeles, with the aid of chem- 
ists from Stanford University, has 


formulated research to seek the sub- 
stance in the air responsible for irrita- 
tion of eyes, whether it is any one of 
these primary substances released to the 
air or some entirely new compound 
synthesized out of them in the air. Does 
one need a better example of imagina- 
tive work in public health? 

This page was written before the 
May issue of the American Journal of 
Public Health appeared with the very 
important paper on “Medical Research 
and Control in Air Pollution” by Gor- 
don P. Larson, Director, Air Pollution 
Control District, County of Los Angeles. 
Here is the report of three and one-half 
years of intensive study of this problem. 
He reported that their group of scien- 
tists have found that the present known 
results of smog—reduced visibility, eye 
and throat irritation, damage to crops, 
and nuisance problems—arise from more 
than fifty different substances released 
into the air. They have found some of 
these chemical compounds and have de- 
veloped microchemical technics for de- 
termining the concentration of many of 
them. They give a most interesting 
appraisal of the feasible goals of such 
a study and, although the work is just 
beginning, they have definite practical 
results indicating that an industrialized 
nation is already deeply in debt to the 
California research workers on this 
problem. 

Turning to the old established public 
health practices, let us consider the con- 
quering oi the infectious diseases of 
childhood, at least so far accomplished 
that the lengthened span of life now 
opens up to us the problems of chronic 
disease. As we come face to face with 
this problem, may it not be well to con- 
sider carefully all the forces that have 
brought us so far in dealing with the 
acute infectious diseases. As the corner- 
stone of the subject, let us ask, how 
much has it been a codperative adven- 
ture? Of overwhelming importance, the 
foundation on which everything else 
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rested was research. The discovery of 
bacteria as the cause of infectious 
disease, by Pasteur and Koch, opened 
up the era of modern medicine by in- 
troducing the idea of “cause” of disease. 
The study of what research accom- 
plished is too well known to need more 
than passing mention—first, through 
the development of that most fascinat- 
ing of biological sciences, immunology, 
and second, through what I shall call 
methods for “bypassing disease” through 
all phases of sanitation. An interesting 
example is the final conquering of yellow 
fever, first through this method of “by- 
passing” by eliminating the specific 
mosquito and finally by the discovery of 
the cause of the disease in the yellow 
fever virus, and then by the application 
of successful appropriate immunological 
methods. When one considers research, 
medical schools and research institutes 
become the basic elements in the co- 
operative endeavor. There the research 
is carried on and students are trained 
in medicine both for research and in the 
spirit of research; new discoveries are 
made and their application thoroughly 
tested. 

In the practical application of knowl- 
edge two forces have carried the load— 
the public health service with its em- 
phasis on prevention and the practising 
physicians. I want to stress especially 
two groups of clinicians—the obstetri- 
cians who instituted prenatal care 35 
years ago with outstanding results for 
prevention, and the remarkable work of 
the pediatricians. They have carried 
preventive measures effectively into the 
practice of medicine. Pediatricians have 
so stressed the concept of prevention, 
that working from the knowledge of im- 
munization and from what is known 
concerning growth, 54 per cent of their 
time is spent on well child care. They 
are, of course, a relatively small group, 
located for the most part in cities, but 
their influence has been immense. In 
general, physicians in private practice 


carry from 80 to 85 per cent of the care 
of children while the public health serv- 
ices care for the rest. The public health 
services do more than care for immuni- 
zations and well baby clinics for the 
indigent group since they are responsible 
for the prevention of epidemics for the 
entire community. They keep the 
records, analyze the vital statistics, and 
stand in a position of leadership to the 
practising physicians by constantly in- 
forming them of the status of each 
disease. In the present state of world 
tension every health department and, 
indeed, every physician must be alert 
to detect any unusual occurrence of in- 
fectious disease, and for the health de- 
partments this includes diseases of both 
animals and plants which affect the food 
supply, since it is clear that health is 
one of the prime factors in the strength 
of the nation. 

The full realization that the conquer- 
ing of infectious disease has been a co- 
operative endeavor should make us 
aware of the great importance of lessen- 
ing tensions between medical schools, 
the organized health services, and the 
practising physicians. The entire medi- 
cal profession should work as a codérdi- 
nated whole each recognizing the share 
of the load carried by the others. In 
the program for health for the last 
seventy years, including the first half of 
this century, more than the medical pro- 
fession has been involved; indeed we 
must include all the ancillary medical 
services plus the specific lay and medical 
organizations such as the National Tu- 
berculosis Association which have con- 
cerned themselves with educating the 
public about disease. 

With these points in mind, including 
both the importance and the extent of 
coéperation, we turn to the subject of 
chronic disease. In 1946 four national 
organizations, the American Hospital 
Association, the American Medical 
Association, the American Public Health 
Association, and the American Public 
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Welfare Association undertook a con- 
certed attack on chronic disease and 
formulated their problem in saying “It 
is now conservatively estimated that 
about 25 million persons, more than one- 
sixth of the population, have a chronic 
disease” (J.A.M.A. 135:343-347, 1947). 
Then in 1948 at a National Health 
Assembly held in Washington it was 
determined to form a permanent Com- 
mission on Chronic Illness which held 
its first meeting in Chicago in 1949 
under the chairmanship of Leonard W. 
Mayo. The report of this first meeting 
is a document of basic importance. 

Here, as with the acute infections, 
the foundation has to be research, the 
foundation that will open up the subject 
of “cause.” This is a problem for the 
last half of our century. For instance, 
in the case of cancer, we still do not 
have enough knowledge of the normal 
physiology of the ‘cell, of the normal 
processes of growth and many other fac- 
tors to set the stage for research in 
cancer and yet what fascinating progress 
has already been made in the whole field 
of general biology with bearings on the 
cancer problem. 

Certain practical results of present 
studies are interesting. For example, 
very early in the work of the American 
Cancer Society emerged the idea of the 
importance of early diagnosis with the 
development of cancer prevention 
clinics. The significance of this, you 
will remember, was recognized at the 
meeting of the American Public Health 
Association in San Francisco in 1951. It 
is interesting that with all the work on 
tuberculosis it is only recently that very 
early cases have been seen, due of 
course, to the mass x-ray surveys and 
the studies on nurses. As I remember it, 
in the early days when we had only a 
stethoscope and the finding of tubercule 
bacilli for diagnosis, we never thought 
of early cases. 

It seems to me of great significance 
that a meeting in 1951, sponsored by 
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the Commission on Chronic Disease and 
cosponsored by the U. S. Public Health 
Service and the National Health Council 
was on “Steps Toward Prevention of 
Chronic Disease.’ The opening sen- 
tence of their report was “Can early 
detection of chronic illness and other 
preventive measures match the success 
achieved in controlling acute communi- 
cable disease?” The group decided to 
study only a limited number of diseases 
—arthritis and rheumatism, blindness, 
cancer and other malignant growths, 
deafness, diabetes, diseases of the heart 
and circulation, syphilis, tuberculosis, 
and diseases of the nervous system, 
especially poliomyelitis, multiple sclero- 
sis, cerebral palsy and epilepsy. In 
connection with chronic disease, they 
stressed that certain factors are known 
or believed to be important to cause and 
control, namely, nutrition, heredity, 
emotional factors, and occupational fac- 
tors. They defined primary prevention, 
which we have called “bypassing a 
disease,” as keeping it from occurring 
and illustrated the prevention of con- 
genital syphilis by adequate treatment 
of an infected mother during pregnancy. 
Secondary prevention they defined as 
halting the progression of disease after 
early diagnosis. 

It is clear that taking only the lim- 
ited list of chronic diseases given above, 
much research is already under way. We 
may stress the extensive work on can- 
cer, the new advances in the study of 
arthritis and rheumatism, the outstand- 
ing progress in surgery of the heart both 
for congenital and acquired defects, and 
on diseases of the nervous system. I 
want to call to your attention especially 
some studies made in the Department of 
Obstetrics and Gynecology of the Uni- 
versity of Colorado School of Medicine 
by Drs. E. Stewart Taylor, Clifton D. 
Govan, and William C. Scott on oxygen 
saturation of the blood of the new-born 
as affected by maternal anesthetic 
agents."? They recognized that if gen- 
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eral anesthetics are used in normal full- 
term uncomplicated deliveries for no 
longer than from ten to twelve minutes 
at the termination of the second stage 
they will probably not increase fetal 
mortality or morbidity. Nevertheless 
they found that a significantly higher 
percentage of the infants reached satura- 
tions of oxygen above 90 per cent at one 
hour when regional anesthesia was used 
than when the general anesthetics were 
used, and that since maternal general 
anesthesia, given for relatively short 
periods at the termination of the second 
stage of labor, tends to prevent the early 
attainment of normal blood oxygen 
saturation levels in a significant propor- 
tion of new-born infants, prolonged gen- 
eral anesthesia for delivery should be 
avoided. This is the kind of research 
that seems to me to lay a foundation for 
studies of prevention in connection with 
injuries to the new-born. 

As fast as preventive measures be- 
come established, departments of public 
health must make sure that they are 
used. For example, does every depart- 


A one-day workshop on “Trends in 

Dental Public Health and Dental Care 

in Industry,” will be held on January 

30, 1953, at the Hotel Statler, New York 

City. This first public health workshop, 

. sponsored by the First District Dental 
| Society of the State of New York, will 
] endeavor to integrate in three discussion 
panels available information about the 
dental aspects of public health and occu- 
pational health of concern to the dental 
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ment of public health, in codperation 
with the National Society for the Pre- 
vention of Blindness, see that every 
industry in its territory involving 
danger to the eyes uses known preven- 
tive measures? 

Probably the most frightening of all 
of our problems of chronic disease is 
that of mental illness—frightening be- 
cause of increasing numbers and the 
element of weakness which it means to 
the nation. Here, if we know little of 
prevention, it is the responsibility of 
each community to make sure that only 
those patients for whom we have as yet 
no adequate methods of treatment are 
consigned to custodial care. 

These are some of the problems of 
this half century; many of you will see 
them far advanced. 
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profession. Attention will be concen- 
trated on fundamental concepts of occu- 
pational medicine as they relate to the 
practice of dentistry in the private office 
and in voluntary and official health 
agencies. Members of the health pro- 
fessions are invited to attend all ses- 
sions. Admission is free. Registration 
forms are available from Public Health 
Workshop, First District Dental Society, 
Hotel Statler, New York City. 
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appears now that, for the period of 

the foreseeable future, we shall have 
to give careful and energetic considera- 
tion to defense and security as a basis 
for world peace. We know that we shall 
not be able to match our potential ene- 
mies in man power numerically and we 
cannot be sure that we shall continue to 
keep ahead in defensive or combat 
weapons. It is crystal clear that we 
must depend primarily on the quality 
of our individual and collective man 
power—physically, mentally, and spirit- 
ually. We must multiply our efforts in 
constructive health—in preventive medi- 
cine—with the utmost promptness and 
vigor. The most effective and econom- 
ical approach toward that end so de- 
voutly desired is through developmeat 
and strengthening of full coverage by 
adequate local health departments for 
all our people. 

We can take justifiable pride in that 
the states of the Southern Branch, 
American Public Health Association, 
have been in the field of, rural health 
departmen: development longer and 
have attained fuller coverage than any 
other comparable population or group 
of states. In North Carolina, Guilford 
County started in 1911 and the last four 
counties of our 100 began work in July, 
1949. Some of the wealthier and more 
populous states outside of our Southern 
Branch area have only recently obtained 
permissive legislation. 


* Presented before the First General Session of the 
Southern Branch, American Public Health Association, 
at the Twenty-first Annual Meeting in Baltimore, Md., 
April 17, 1952. 
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The proportionately greater local 
financial support and a feeling of local 
ownership and accomplishment in our 
state have stimulated progress. Even 
with dwindling local tax sources and 
increased support from state appropria- 
tions (tripled in 1949) and federal ap- 
propriations, 65., per cent of local 
health department budgets was derived 
from local sources in North Carolina in 
1951-1952. The state share was 22.8 
and the federal 11.6 per cent respec- 
tively. Of the $1.22 per capita cost the 
local share was 80 cents. 

We have 41 separate county health 
departments, 23 district departments of 
two to four counties each, and three city 
health departments. A typical county 
board of health is composed of the 
chairman of county commissioners, 
mayor of the county seat, county super- 
intendent of schools, two medical doc- 
tors, and a dentist. An increasing num- 
ber of counties are developing advisory 
health councils. The board of health 
determines general policies and selects 
the health officer who in turn chooses his 
staff. There is practically complete 
local autonomy. The nurses and sani- 
tarians serve an area with a generalized 
program rather than doubling or tripling 
travel in operating as specialists over the 
entire county. A balanced program in 
all public health services is attempted, 
although there will be temporary em- 
phasis in a special field such as tuber- 
culosis control, sanitation of public 
eating places, cancer control, health of 
school age children, maternal hygiene, 
nutrition, or immunizations. As dis- 
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tances increase, the health worker must 
perform more services per visit to main- 
tain a satisfactory operating efficiency. 
Also, in rural areas clinic services must 
be more general so that repeat visits can 
be reduced to a minimum. Mobile units 
have proved useful for services in more 
sparsely settled areas. Multiple screen- 
ing technics, in their developmental 
stages, appear to offer economical and 
efficient use of limited personnel. All 
departments do health education and 
mental hygiene. No two local health 
departments are alike and the people 
who pay the cost like it that way. State 
staff workers upon visiting local health 
department personnel recognize that 
they are in the jurisdiction of the latter. 
Such an arrangement demonstrates the 
workability of democracy. More and 
more federal and state appropriations 
for health should find their way into 
the area where services can be per- 
formed most competently and econom- 
ically—the local health department. 
There is a constant tendency toward 
centralization in health work—both in 
Washington and in each state capital. 
Many states are still trying to operate 
their health programs from, or in, the 
capital city. They have made little or 
no effort to develop local health de- 
partments and some have actually ob- 
structed their development. We should 
remember that administrative and cor- 
sulting central staffs represent overhead. 
No weil run business allows the develop- 
ment or persistence of an excessive over- 
head. 
An encouragement to the top-heavy 
staffing for health work has been over- 
emphasis on, and lengthy use of, the 
categorical or specialized appropriation. 
The best remedy is a generalized appro- 
priation by Congress and by each state 
so that as much as possible finds its way 
inte a sound local health department 
carrying on a balanced generalized pro- 
gram. Full and prompt practical gen- 
eral application of health knowledge and 
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services is our most urgent need at this 
time. A disproportionate emphasis on 
categorical appropriations, coupled with 
minimum generalized appropriations, as- 
sure excessive overhead, centralization 
of staff and authority, and mean that 
the money will be drained away before 
it can get down to the most productive 
service area—the local health depart- 
ment. 

Most of us are familiar with the great 
pioneering projects sponsored by pri- 
vate agencies and by our categorical 
appropriations. They have stimulated 
interest and laid the foundation for 
public support. After obtaining de- 
pendable appropriations many have 
very properly taken up new pioneering 
ventures in health promotion. A few 
private agencies and categorical set-ups 
have lost sight of their original purpose 
as temporary, stimulating, pilot projects, 
however, and have become enemies of 
health progress through opposition to 
general health appropriations. We in 
state and local departments are partly to 
blame in failing to recognize that these 
specialized programs are overdue for 
absorption, and we persist too long in 
leaning on them as separate entities in- 
stead of integrating the services into 
our general health program. We hear 
such arrogant remarks as, “You cannot 
get support for a generalized balanced 
health program,” or “Congressmen will 
appropriate for cancer or venereal 
disease, or crippled childen but you will 
never get them to provide comparable 
appropriations for all these services in 
one package—support of local health 
departments.” It can and has been 
done in several of our states. 

Local health departments cannot af- 
ford a staff of specialists, even if per- 
sonnel were available. They do not 
need all the costly wet-nursing planned 
for them by some of our prestige-hungry 
planners. They thrive in the atmosphere 
of local autonomy. It is certain that if 
our local health department staffs could 
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be heard by the proper committees of 
Congress then our congressmen would 
see the wisdom of reducing overhead, 
curbing the tendency to centralization, 
making the fullest use of limited staff 
man power and the over-all efficiency 
and economy of one general health ap- 
propriation to state and local health 
departments. Why should we have nine 
or more separate budgets to keep when 
one would be better? Our congressmen 
know they can trust the discretion of 
their home counties and states. Why 
should a county health nurse who does 
prenatal care, cancer follow-up, tuber- 
culosis and venereal disease control, and 
assists in crippled children’s clinics be 
denied support from any of our cate- 
gorical budgets simply because she is not 
a full-time specialist in either? Does 
your congressman know that? Does 
he know that these categorical budgets 
which he has been voting for must be 
spent for high-priced specialists concen- 
trated in capital cities, and that the 
general health funds he has been cutting 
would provide generalized workers in 
local health departments serving all the 
nation’s counties and would bring a bet- 
ter health return to the people who vote 
for him? 

Our state appropriation is placed in 
the local budget and we depend on 
vision and discretion, exercised locally, 
to assure proper program and service 
planning and operation. Some states 
have not reached this desirable point of 
local acceptance of responsibility, but 
the greatest stimulus to its development 
is the opportunity for its democratic 
exercise in that field. When local-state 
groups fail to develop adequate rural 
health services, that in itself offers an 
excuse for federal encroachment through 
categorical programs. Because the arbi- 
trary restrictions attached to categorical 
appropriations hinder the freedom 
necessary to proper operation of local 
health departments on a generalized 
basis, and since their prolonged reten- 
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tion stands in the way of increased gen- 
eral health appropriations, we have 
come to a crossroad in planning. If 
categorical appropriations cannot be 
lumped into one for general health, it 
would be better that all categorical ap- 
propriations be stopped altogether and 
that we begin even at the present low 
level of general health appropriations 
and build in the right direction from 
there. Actually, the two concepts are 
not of themselves contradictory and they 
could run parallel, each being of as- 
sistance to the other, so long as the 
categorical remains an accessory to that 
of general health. With the categorical 
adjuncts starving the essential and vital 
general health appropriations, however, 
and a choice forced upon those who 
know that most health services are 
performed, if at all, through local de- 
partments, we have an easy decision. 
Either the specialized programs should 
return to being assistants to the main 
general program or they should be 
terminated. 

Perhaps there should be a specifica- 
tion of a minimum percentage of federal 
and state appropriation that should go 
directly to local health departments. 
Possibly definite requirements of state 
and local matching such as we have 
with Hill-Burton money is desirable. 
The Association of State and Territorial 
Health Officers has recommended that 
specific services of generalized personnel 
be reimbursed at an agreed rate for each 
item, as well as using the funds for 
full-time specialists, but there has been 
delay in getting this plan into operation. 
It is certain that the increasing top- 
heaviness of staff and expenditures in 
the national and state capitals denies 
both these essentials to development of 
services in the only area where they can 
be made available most economically to 
the greatest number of our people. 

The slowness with which several 
states have promoted rural health serv- 
ices is a deterrent to health progress in 
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the other more progressive states, since 
health and disease recognize no geo- 
graphical lines and because of the need 
for uniform rules for distribution of 
funds. Unduly small counties and the 
still smaller township units have en- 
countered difficulties in getting together 
an adequate tax and population group 
as a basis for support of local health 
departments. Accelerated efforts are 
under way in several of the states whose 
populations have been underprivileged 
in this respect. With the trend toward 
attainment of more nearly complete cov- 
erage by local health departments and 
a fuller appreciation of balanced local 
health programs, and with shifting of 
personnel and funds to them from our 
capital cities, we shall be taking a most 
vital step toward national security. 
Since the communicable diseases have 
been brought under some measure of 
control, with a few exceptions, from the 
standpoint of deaths and cases, we en- 
counter the mounting costs of reaching 


and maintaining lowered rates and the 
necessity for eternal vigilance. Sanita- 
tion and immunizations cannot be 


neglected with impunity. We have be- 
gun to add emphasis on the chronic 
degenerative diseases, such as diseases 
of the heart and blood vessels, cancer, 
diabetes and nephritis, and also on men- 
tal and emotional disorders and home 
accidents. If we can integrate these 
rather promptly into our local general 
health programs an enormous amount 
of budget work and other bookkeeping 
can be avoided and also unnecessary 
specialist overhead. 

Each of us has sat in conferences con- 
sidering special services, such as those 
for the school age child. the visually 
handicapped, the hard of hearing, or 
case-finding programs for the chronic 
degenerative diseases, and we have ob- 
served the floundering around wherever 
local health departments have not been 
developed, and how logically all volun- 
tary and official agency work in these 
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fields can be integrated through the 
modern county health department. It is 
hoped that we shall learn from our mis- 
takes of the past and avoid the costly 
multiplication of specialized programs in 
the days ahead. 

Certain standards have been accepted 
regarding the staff which is necessary 
to provide minimum public health 
services, such as a public health nurse 
for each five theusand population. In 
North Carolina we have 450 public 
health nurses, whereas for minimum 
services, not including the newer desir- 
able services in home accident control, 
mental hygiene and the degenerative 
diseases, we should have 800. 

No large city would dare risk the 
dangers of being without a health de- 
partment. Too many among our pro- 
fession are willing to see the small city 
and rural area continue to face these 
hazards unprotected. Or, we uncom- 
plainingly see benefits spread so thin 
from an inadequate general appropria- 
tion that the public often sees the 
deficiencies rather than the accomplish- 
ments. The average congressman or 
state legislator is inclined to remember 
the lack of a local health department, or 
one overburdened in attempting to cope 
ineffectually with a myriad of health 
needs, and altogether leaving with him 
a picture of inefficiency and failure to 
meet needs. The addition of categorical 
programs not geared to, and often in 
competition against, local generalized 
operations, frequently adds to the con- 
fusion. 

Our greatest public health and na- 
tional security need at this time is the 
wisdom to evaluate essentials and to 
distinguish them from glittering trim- 
mings. The overhead in Washington 
and our capital cities sheuld exist and 
be supported to the extent that they 
contribute to, and promote the develop- 
ment and strengthening of, adequate 
local health departments serving the 
entire nation. 
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Recruitment and Retention of Public 
Health Personnel in Florida, 1945-1952 
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PUBLIC health program can be 

practically assured of successful 
operation if the health agency responsi- 
ble for it is staffed with a sufficient 
number of trained, experienced, and 
enthusiastic employees. For this reason 
no other problem confronting the health 
administrator is of so much importance 
or warrants so much of his time and 
thought. However, success in the re- 
cruitment and retention of personnel 
cannot be attained without proper over- 
all planning and management. Good 
people want to be associated with a 
good organization offering a challenging 
job for them to do which utilizes to the 
maximum their energy, their native 
abilities, and their acquired professional 
skills and experience. Adequate salaries 
and other material advantages of a 
position must be supplemented by many 
intangible factors which gain and main- 
tain the good opinion and loyalty of the 
individual employee. The personnel 
problem, therefore, cannot be solved as 
a separate entity apart from the health 
program as a whole. In fact, a dynamic 
public health program smoothly and 
effectively operated is in itself the most 
successful recruiting device available. 
The common human need for prestige 
and self-respect is present in the most 
lowly employee and this must be the 
concern of those having authority. 

In every possible way, within the 
bounds of good administrative practice, 
we should therefore endeavor to meet 
this need. While a reasonable and 
minimum amount of discipline is neces- 


sary, this should not restrict individual 
initiative nor be too much concerned 
with harmless personal idiosyncrasies. 
Harmony within an organization also 
has a powerful attraction for personnel, 
aside from the need of it for the efficient 
performance of most tasks. While abso- 
lute fairness and justice to all employees 
may be unattainable in a practical world 
the public health administrator should 
constantly and conscientiously strive for 
this goal. Even the knowledge that he 
is doing so is a major source of staff 
morale and loyalty. This is important 
not only in dealing with individuals but 
in considering the problems of various 
professional classifications, administra- 
tive subdivisions, and their respective 
fields of service within the agency. 

The necessary material inducements 
for attracting and keeping qualified per- 
sonnel should be well known. Much has 
been written and said about the need 
for adequate salaries, job security, pos- 
sibilities for advancement, and reason- 
able arrangements for retirement. These 
are as important as they have been 
represented to be. There are other 
secondary personnel policies which help 
to make positions attractive, such as 
liberal provisions for sick and annual 
leave, maternity Jeave, and adequate 
reimbursement for travel. Encourage- 
ment of attendance at scientific meetings 
and facilities for inservice and post- 
graduate training are particularly im- 
portant to scientific and professional 
personnel. 

Comments and data in this paper 
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concerning the recruitment and reten- 
tion of personnel in Flo la refer to the 
six and one-half year period from Sep- 
tember 16, 1945, through March 16, 
1952, and exclusively to the experience 
of the Florida State Board of Health 
and its affiliated county health depart- 
ments. This period coincides with the 
term of office of the writer as state 
health officer. 

At the beginning of the period World 
War II had just ended and few former 
employees in military service had been 
released. On the payroll at the time 
were 869 persons but many of these had 
been employed on an emergency basis 
during the war when there were few 
well qualified applicants. Many posi- 
tions with major responsibilities were 
either vacant or filled by persons who 
were not well qualified. About one-half 
of the counties were without health de- 
partments. Prevailing salaries were low 
and morale was not good. There was no 
personnel officer and the Merit System 
which had been established just before 
the war had not been fully tested or 
accepted under peacetime conditions. 
Training facilities for public health per- 
sonnel were few or nonexistent in the 
state. There was no medical school and 
no nursing school offering college de- 
grees except for one available to Negroes 
only. 

There were, however, many favorable 
factors. The State Board of Health had 
considerable prestige and respect in the 
state; the people were interested in 
public health and determined to improve 
it; and the Governor declared that the 
State Board of Health could import 
Alaskan Eskimos if necessary to staff 
the agency properly. The Merit Sys- 
tem supervisor was competent and help- 
ful and interested in the public health 
program, and willing to reconsider any 
phase of the Merit System plan which 
acted as a handicap to the recruitment 
of the best personnel. The Board also 
was extremely interested and progres- 
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sive, and fortunately possessed the legai 
authority to establish and change salary 
ranges for the various classifications of 
personnel. A very satisfactory retire- 
ment system for both state and county 
employees was established by the State 
Legisiature in 1945. Credit was allowed 
for prior service in the state, counties, 
and even in cities where public health 
functions had been taken over by the 
county or state. This act has had a 
particularly salutary effect especially in 
keeping personnel. A fair number of 
well qualified former employees soon be- 
gan to return from military service. 
These were welcomed back and given 
the salary increases they would have 
earned had they continued on the job 
during the war. 

Another considerable asset was the 
fact that Florida was the beneficiary of 
a general immigration, including health 
personnel from other states. Many other 
well trained public health workers also 
were contacted and were interested in 
coming to Florida. The employment of 
a number of such persons, particularly 
health officers, at what seemed to be 
reasonable salaries at the time, even led 
to widespread comment to the effect that 
we were poaching on the preserves of 
other states. This had the healthy effect 
however of stimulating salary increases 
elsewhere. 

In response to considerable prodding 
by the U. S. Public Health Service, one 
of the first steps taken was the employ- 
ment of a personnel supervisor. Al- 
though the State Board of Health was 
dubious and hesitant at the time as to 
the need or usefulness of such a position 
or person, no single step in the personnel 
field has been so well rewarded. The 
personnel director, however, has not 
been asked to assume full and complete 
responsibility for recruiting and retain- 
ing personnel, although in the nontech- 
nical fields his responsibilities have been 
greater than in the professional fields. 
The state health officer has retained the 
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responsibility for filling the more im- 
portant positions, and has reviewed the 
qualifications of applicants proposed for 
positions of intermediate importance. 
The various bureau and division direc- 
tors have actively recruited personnel 
for their own programs, especially for 
positions requiring professional or tech- 
nical training, and personnel in their 
own professional field. However, the 


personnel officer has acted in such in-. 


stances as a coérdinator and adviser, 
and as the liaison officer with the Merit 
System. It is his responsibility to secure 
compliance with the general personnel 
policies of the State Board of Health 
and with Merit System rules and regu- 
lations. The fact that he is also in 
charge of the payroll office is helpful in 
securing coéperation. The director of 
the Bureau of Local Health Services has 
a special role in recruiting since he has 
the major responsibility for locating 
available county health officers and 
county sanitation personnel. The direc- 
tor of the Division of Public Health 
Nursing performs a similar function for 
the county health departments in the 
field of nursing. 

County health officers must, however, 
under the law, be appointed by the 
Board of County Commissioners (with 
the approval of the state health officer). 
This prerogative—in the case of sub- 
ordinate personnel is generally delegated 
to the county health officer, but the 
counties do have the right to reject 
personnel recommended to them and 
frequently do so. The larger counties 
more often do their own recruiting, but 
in the selection of personnel for more 
responsible positions generally seek ad- 
vice and assistance from the central 
office. Technically speaking, all posi- 
tions are filled from rosters furnished 
by the Merit System. These rosters, 
however, are not often filled so that the 
major service rendered by the Merit 
System consists in giving formal or 
“unassembled” examinations to assure 
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that applicants meet minimum educa- 
tional and other standards. The Merit 
System also reviews proposed action 
concerning salary ranges and classifica- 
tions and specifications, and makes 
recommendations to the State Board of 
Health concerning these matters. A good 
deal of recruiting is also done directly 
by the Merit System supervisor. Al- 
though responsibility for recruiting has 
obviously been considerably dispersed 
in the agency there is no reason to be- 
lieve that another arrangement would 
have been more successful. 

The total number of full-time person- 
nel on the payrolls has increased from 
869 in September, 1945, to 1,305 in 
March, 1952. This increase in person- 
nel is due not so much to the filling of 
vacancies existing in 1945, but to the 
creation of new positions made possible 
by increased appropriations and by the 
establishment of about 30 new county 
health departments. The quality of 
personnel has improved immeasurably, 
not only by recruitment but by various 
staff training programs. Salary ranges 
have been adjusted upward many times, 
and although there has been no provi- 
sion for automatic increases, salaries are 
reviewed every six months and raises 
given to those thought to deserve them, 
the amount being governed by funds 
available and individual merit. Across 
the board, or percentage raises to all 
employees are not given, and there are 
no required “steps” between minimum 
and maximum salaries for any classifica- 
tion. This arrangement makes rapid 
advancement possible, but only to the 
deserving. Few commitments as to the 
future are made to prospective em- 
ployees, and individual bargaining is 
minimized. Salary raises for county 
employees,. except the health officers 
themselves, are granted by the county 
health officer with the approval of the 
director of the Bureau of Local Health 
Services and the county commissioners. 
Raises for central office employees are 
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Full-Time Physicians, Sanitary Engineers, and Nurses Employed by the Florida State Board of 
ts: September 15, 1945-March 15, 1952 


Employed Separated 
September 15, 1945 September 15, 1945 
On Duty ~ - On Duty 
Classification September 16, 1945 March 15, 1952 March 15, 1952 March 15, 1952 
Physicians 28 123 89 62 
Sanitary Engineers 3 40 19 24 
Nurses 195 $31 428 293 


recommended by Bureau and Division 
directors, reviewed by the personnel su- 
pervisor and state health officer, and sub- 
mitted to the Board for approval. Salary 
increases for county health officers are 
recommended by the director of the 
Bureau of Local Health Services to the 
state health officer for submission to the 
Board. These must also be agreed to 
by the county commissioners who may 
originate the proposal and do so, in some 
cases. 

The three professional classes—physi- 
cians, public health nurses, and sanitary 
engineers—have been selected for special 
study. These categories were selected 
because they represent key professions 
in public health and because their basic 
educational qualifications are definite, 
fixed, and fairly uniform. Other classi- 
fications in which large numbers of 
persons are employed, such as sani- 
tarians and laboratory workers, have a 
variety of educational qualifications and 
are made up of separate professional 
groups which makes any statistical study 
concerning them more difficult. It is 
believed, however, that in general our 
experiences with the professional and 
nonprofessional groups not shown in the 
tables are not too dissimilar from those 
more closely studied. 

Table 1 shows that there has been a 
substantial increase in the number of 
full-time employees in these three cate- 
gories. The greatest relative increase 
was in sanitary engineers, but it should 
be pointed out that six of these were in 
military service in 1945 and later re- 
turned to duty with us. The table also 


shows less turnover for sanitary engi- 
neers but the separation rate in all three 
categories was most unsatisfactory. 

Table 2 reveals the results of a limited 


TABLE 2 


Applications and Employments of Physicians, 
Nurses, and Sanitary Engineers: May 1, 1949- 


April 30, 1950 
Classification Applications Employed 
Physicians 21 
Nurses 97 $7 
Sanitary Engineers 48 7 


study of applications and employments 
for a period of one year only. Although 
this table shows a larger ratio of engi- 
neer applications to employments this 
favorable situation has changed con- 
siderably during the past year. Data as 
to the number and percentage of persons 
in the three categories who had formal 
training in public health are given in 
Table 3. A smaller percentage loss is 
indicated among those with formal train- 
ing. Table 4 gives the percentage dis- 
tribution of efficiency ratings among 
those remaining on duty in 1952 as com- 
pared to those terminated; and Table 5 
shows the age distribution of personnel 
on duty in March, 1952. Although we 
are gratified to have a predominance of 
young people in the agency, unpublished 
data show that personnel lost were on 
the average even younger. Table 6 dis- 
closes the length of employment of 
physicians and sanitary engineers who 
were terminated; and Table 7 indicates 
the same information for physicians and 


sanitary engineers remaining on the pay- 
roll in 1952. All figures refer to full- 
time employees only. No _ part-time 
nurses or engineers are ever employed, 
and only a few part-time physicians for 
clinical services. 

In common with other health depart- 
ments we have found physician recruit- 
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ment to be our major problem. Only 
the recruitment of dentists has been 
more difficult but the few positions avail- 
able for dentists has made this situation 
of less concern. The big problem in 
physician recruitment has been the 
filling of county health officer positions 
in the smaller counties. Since such 
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Comparison of Amount of Formal Training in Public Health of Physicians, Sanitary Engineers, 
and Nurses Presently Employed and Those Terminated During the Period September 15, 1945- 
March 15, 1952 


MPA. 
On Duty or 
Classification March 15,1952 Equivalent 
Physicians 62 21 
Sanitary Engineers 24 7 


Nurses 298 


* Certificate or B.S. Degree in Public Health Nursing. 


Terminated MPH. 


Se; 15,1945- oF 
Percent March 15, 1952 Equiv- 
alent Per cent 
34 89 12 13 
19 19 2 10 
37 428 9s* 22 


4 


Comparison of Percentage Distribution of Efficiency Ratings of Physicians, Sanitary Engineers, 
and Nurses Presently Employed, and Those Terminated During the Period September 15, 1945- 
March 15, 1952 


Efficiency Rating 

Classification and Total 
Employment Status Excellent Very Good Good hair or Poor Per cent 
On Duty—March 15, 1952 

Physicians 23 67 a 2 100 

Sanitary Engineers 45 ss - - 100 

Nurses 10 69 20 I 100 
Terminated September 15, 1945- 

March 15, 1952 

Physicians w $7 27 7 100 

Sanitary Engineers 11 83 6 100 

Nurses ? 56 31 6 100 
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Age Distribution of Physicians, Sanitary Engineers, and Nurses on Duty March 15, 1952, Florida 
State Board of Health 


Physicians 

Age 

(In Years) No. Per cent 
20-29 

30-39 14 

40 49 21 

50-59 11 

60-69 11 

70 + 1 


Total 62 


Engineers Nurses 
——$A 
Ne Per cent Vo. Per cent 


| 
iz ? 29 48 16 
9 38 78 26 
6 25 % 32 
: 2 8 58 20 
18 6 
24 100 298 100 


TABLE 6 
Physicians and Sanitary Engineers Terminated 


During the Period September 15, 1945-March 
15, 1952—According to Length of Employment 


Physicians Sanitary Engineers 
Years 
Employed No. Per cent No. Per cent 
Under 1 35 39 4 21 
1 23 26 5 26 
2 12 13 7 21 
3 5 6 4 21 
4 or more 14 16 2 il 
Total 89 100 19 100 
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Physicians and Sanitary Engineers Employed 
as of March 15, 1952—According to Length of 


Employment 
Physicians Sanitary Engineers 

Years 
Employed No. Per cent No. Per cent 
Under 1 10 16 3 12.5 

1 10 16 0 - 

2 7 11 3 12.5 

3 4 7 3 12.5 

4 or more 31 50 1s 62.5 
Total 62 100 24 100 


positions do not seem to appeal to ex- 
perienced public health physicians our 
efforts have largely been aimed at 
attracting young physicians of good 
character who are not established in 
private practice, or who have tried pri- 
vate practice and do not like it. We 
have employed very few older physicians 
either from private practice or from 
public health positions on the basic prin- 
ciple that we prefer to have our employ- 
ees retire from the health department 
rather than ¢o it. The employment of 
younger physicians probably has con- 
tributed to a high separation rate but 
the number who become devoted to 
public health and stay make the policy 
worth while. In many respects the diffi- 
culties in physician recruitment have 
been paralleled in the nursing field. 
However, the high separation rate of 
public health nurses has been due more 
to the fact that nurses are women. Most 
frequently the reasons given for leaving 
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the job have been marriage, pregnancy, 
family responsibility, and the need to 
move in order to stay with a husband. 
Perhaps our greatest success has been 
in keeping a well qualified staff of sani- 
tary engineers. The fact that the state 
university has an excellent School of 
Engineering has been a contributory 
factor. However during the last year 
competent sanitary engineers have be- 
come increasingly hard to find and to 
keep. The recruitment of sanitarians 
has not been difficult but our employ- 
ment standards are low and in need of 
revision. Through inservice training, 
short courses, and postgraduate training 
great progress has been made in improv- 
ing the quality of those employed. Our 
very excellent staff of young laboratory 
workers has largely been recruited and 
trained in Florida. Through an arrange- 
ment with the state university post- 
graduate training is given in our labora- 
tory leading to a master’s degree in 
bacteriology, and many of our staff have 
been trained in this way. 

Approximately the same recruiting 
methods, with some variations, have 
been used to obtain personnel in the 
fields of chemistry, biology, entomology, 
veterinary medicine, dairy science, 
health education, psychology, psychi- 
atric social work, pharmacy, library 
science, and statistics. 

Popular opinion to the contrary, the 
greater percentage of our professional 
staff is not transplanted from elsewhere 
but trained in Florida. Of the 123 
physicians employed during the period, 
58 (or 47 per cent) had previous ex- 
perience with some other public health 
agency. No other group employed had 
so large a percentage with experience 
in other health agencies. For example, 
of the 40 sanitary engineers employed 
during the period, only 11 (or 28 per 
cent) had previous experience with some 
other public health agency. It is true that 
a larger percentage comes from without 
the state but this is also true of the 
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general population. Although we have 
been successful on the whole in keeping 
all of our positions filled, the turnover 
has been distressingly high. When every 
reasonable precaution has been taken 
to retard the separation of desirable 
personnel we have relied upon a con- 
stant and vigorous recruiting and train- 
ing program to fill our ranks. When 
good people leave us they go with our 
blessing and good wishes, and without 
any reproach from us. This attitude 
in itself has proved to be worth while 
since many excellent prospects are re- 
ferred to us by former employees. 


Oct., 1952 


SUMMARY 
1. The most successful recruiting device is a 
dynamic state and local health program. 
2. Other factors in attracting and holding 
health workers: 
a. Fair and impartial administration. 
b. Opportunity for further professional 
and technical training. 
c. Tenure of office based upon merit. 
d. Attractive provisions for advancement. 
e. Favorable leave and retirement pro- 
visions. 
f. Emphasis upon the best available 
talent, regardless of state citizenship. 
g. Absence of political interference. 
h. A popular interest in and demand for 
public health. 
i. Adequate salary scales. 


Veterinary Public Health Board 


The American Board of Veterinary 
Public Health has been formally recog- 
nized and approved by the American 
Veterinary Medical Association, and its 
requirements for certification have been 
approved by the Council on Education 
and the House of Representatives of 
the Association. The Board was in- 
corporated under the laws of the Dis- 
trict of Columbia in February, 1950. Its 
principle objectives are: 


1. To further the educational and scientific 
progress in the specialty of veterinary public 
health and to encourage education, training, 
and research in veterinary public health; 

2. To establish standards of training and 


experience for qualification of specialists in 
veterinary public health; and 

3. To further the recognition of such quali- 
fied-speeialists by suitable certification. 

Frank A. Todd, D.V.M., president of 
the American Board of Veterinary 
Public Health, has announced that the 
Board will hold an examination in 
October, 1952, in connection with the 
Annual Meeting of the American Public 
Health Association in Cleveland, Ohio. 

Prerequisites for examination and re- 
quirements for certification may be ob- 
tained from the Secretary, Benjamin D. 
Blood, D.V.M., 6315 Utah Avenue, 
N.W., Washington 15, D. C. 
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The Impact of Organized Medical Services 


on the Population of a New England Town* 


MILTON I. ROEMER, M.D., M.P.H., anp NATHAN SIMON 
Chief, Social and Occupational Health Section, World Health Organization, Geneva, 
Switzerland ; Student, Washington University School of Medicine, 


E appointment. by President Tru- 

man of a Commission on the Health 
Needs of the Nation reflects a persistent 
concern in the United States for im- 
proved methods of providing medical 
care. Explorations of, this type must 
always consider and evaluate the pro- 
grams already operating to reduce the 
burden of medical costs to individuals 
through group action. The findings of 
an investigation of the impact of 
organized medical services on the popu- 
lation of a New England town may, 
therefore, be relevant at this time. 

There is a general awareness among 
both public and professional groups that 
“much is going on’’ in the way of organ- 
ized medical care programs. The issues 
of “health insurance” or of “socialized 
medicine” are rarely framed in the black 
and white terms that characterized the 
debate a decade ago, for it has become 
plainly evident that numerous segments 
of medical care have already been 
“socialized” through various historical 
developments. While a great variety of 
organized programs operate throughout 
the nation, the exact impact of these 
programs on the population—the degree 
to which they meet total health needs— 
may not be clearly understood. It was 


* This study was made at the Yale University, De- 
partment of Public Health, with the aid of a grant 
from the Connecticut Hospital Association 


St. Louis, Mo. 


to clarify this question that a quantita- 
tive study was made in one community 
in 1949. 

A previous study in a representative 
rural community provided a system of 
classification of organized medical serv- 
ices. In brief, these are found to be 
available for (1) special classes of per- 
sons, (2) special illnesses or injuries, and 
(3) special categories of health services. 
The form of organization or group action 
may be governmental or voluntary. 
Governmental activities may take their 
authority from the local, the state, or 
the federal levels and the same applies 
in large measure to voluntary actions. 
The derivation of funds may be from 
(1) taxes, (2) insurance contributions, 
(3) voluntary donations, or (4) eco- 
nomic transactions; in all instances, 
however, the economic burden has been 
shifted from the individual to the group. 
The agency responsible for the organized 
medical service may be exclusively de- 
voted to health objectives or it may 
encompass these as part of a set of 
larger objectives. The services may be 
solely therapeutic or they may include 
preventive measures as well. 


METHOD OF STUDY 

The area selected for study was Mil- 
ford, Conn., a town with a 1950 popula- 
tion of 26,344 and an area of about 14 
square miles. It is located between the 
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larger cities of New Haven and Bridge- 
port, and a great many of its residents 
work in those industrial centers. Be- 
cause Milford is located on the shore 
of Long Island Sound, it has a large 
influx of vacationers each summer, but 
the population sampled in this study did 
not include these transient dwellers. 
There are 16 physicians, 9 dentists, and 
52 registered nurses in Milford and a 
hospital of 50 beds, but a large share of 
medical services received by the popula- 
tion is obtained in the nearby cities. The 
resources of these cities, therefore, were 
considered in the inventory of organized 
programs and the resultant impact on 
Milford was studied. 

The population was sampled accord- 
ing to the “block sampling” technic de- 
veloped by the U. S. Bureau of Census 
and Iowa State College. Through this 
method, 300 family dwelling units were 
located on a map of the town; visits 
were made to 354 family units, of which 
94 were either inaccessible or refused to 
participate in the study. As a result, 
information was obtained through per- 
sonal interview of 260 families, contain- 
ing 929 persons. Except for a smaller 
than average proportion of respondents 
in that area of Milford with the highest 
estimated income level, the sample was 
found to be quite representative, on the 
basis of available data on the town from 
the 1940 Census and the changes recog- 
nized in the last decade. The composi- 
tion of the sample with respect to age, 
sex, race, home ownership, occupation, 
and income seemed to be a reasonable 
reflection of the population in this com- 
munity. 

Without giving all the details of the 
12-page schedule used in the study, in- 
formation was sought from each family 
on basic demographic characteristics and 
on the following organized programs of 
medical care known to be operating in 
the area. 


A, Care of Certain Illnesses or Injuries 
1. Tuberculosis 
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a. Clinic 
b. State Sanatorium 
c. Tuberculosis Relief Association 
. Cancer 
a. New Haven Cancer Clinic 
b. Visiting Nurse Associaticn Cancer 
Program 
3. Heart Disease—New Haven Heart Clinic 
4. Defects of Eyesight—Commission for 
Education of the Blind 
. Crippling Defects 
a. State Crippled Children’s Program 
b. Society for Crippled Children and 
Adults 
c. Foundation for Infantile Paralysis 


mn 


6. Static Defects—Vocational Rehabilita- 
tion Program 
7. Occupational Disabilities — Workmen’s 


Compensation 
8. Diabetes—Visiting 
Program 
9. Tonsillitis—Special T. and A. Clinic 
10. Trauma from Public Disaster 
a. American Red Cross 
b. Visiting Nurse Association 
11. Alcoholism—Alcoholics Anonymous 
12. Mental Disorders 
a. State Hospitals 
b. Mental Hygiene Society 
c. New Haven Psychiatric Clinic 
13. Venereal Disease—Local Department of 
Health 
14. Other Illness or Injury 


Nurse Association 


B. Cere for Certain Persons 
15. Indigent 
a. General Welfare Recipients of Mil- 
ford 
b. State Public Assistance Clients (Aged, 
Dependent Child, or Blind) 
16. Children 
a. Salvation Army 
b. Rotary, Lions, Exchange, or Kiwanis 
Clubs 
c. Parent-Teacher Association 
d. Veterans of Foreign Wars 
e. American Red Cross 
17. Medically Indigent Adults 
a. Salvation Army 
b. Service Clubs 
c. Veterans’ Organizations 
d. Churches 
18. Employees 
a. Employer-Financed Plans 
b. Employee-Financed Plans 
c. Jointly-Financed Plans 
19. Lodge Members (Masons, Elks, etc.) 
20. Armed Forces 
21. Veterans 
a. Service-Connected Disability 
b. Nonservice-Connected Disability 
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22. Students 
a. Public School 
b. Private School (Precollegiate) 


c. College 
23. Correctional Institution Inmates 
24. Other Groups of Persons 


C. Care Through Certain Classes of Service 
25. Hospitalization 
a. Blue Cross Plan 
b. Commercial Insurance 
26. Physicians’ Care 
a. Connecticut Medical Service 
b. Commercial Insurance Plan 
c. Public Clinic (not otherwise cited) 
27. Dental Service 
a. Clinic 
b. School Program 
28. Nursing Service—Visiting Nurse Asso- 
ciation 
29. Ambulance Service 
a. Local Program 
b. American Red Cross 
30. Public Nursing Home 
31. Laboratory Service 
a. State Health Department 
b. Local Health Departments Nearby 
32. Other Classes of Service 


GENERAL FINDINGS 

On the basis of this study, 87 per 
cent of the population of Milford was 
eligible for, or actually received, some 
type of organized medical care in the 
year preceding the survey. This aggre- 
gate figure, at first glance, suggests a 
heavy impact of organized medical serv- 
ices upon the population, but its real 
meaning requires analysis of the specific 
services involved. Data on the over-all 
coverage of the population of the United 
States under “health insurance,” for ex- 
ample, has often been deceptive when 
it has not indicated the exact percentage 
of the nation’s medical or hospital costs 
buffered by insurance policies.” 

Of the 87 per cent of the sample 
population affected by organized medi- 
cal care programs, 69.3 per cent were 
eligible for some type of service, but 
received none, and only 17.5 per cent 
actually received some service in the 
year of study. It may conflict somewhat 
with popular impressions to point out 
that the 13 per cent minority of the 
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population, who were neither eligible for 
nor received any organized service, were 
concentrated in higher proportion among 
the aged (past 65 years of age) and the 
poor (family incomes of under $2,000 a 
year). This mainly reflects the fact 
that, among all organized medical care 
programs, those which call for school 
attendance or moderate earnings in the 
productive years of life (prepayment 
plans or industrial employment) have 
the greatest impact. The publically or 
charitably financed programs, which 
serve especially persons of low income 
and advanced years, have less relative 
importance in the total picture of com- 
munity service. The impact of the sev- 
eral categorical programs may be briefly 
considered. 


CARE FOR CERTAIN ILLNESSES 
OR INJURIES 

Among programs for the care of spe- 
cific illnesses or injuries, it should not 
be surprising to find that the greatest 
impact was made by the workmen’s 
compensation program. Since it is the 
oldest form of generally applied social 
insurance in America, most of the indus- 
trial workers were covered, but in the 
study year only 5 individuals actually 
received medical care for compensable 
disabilities. This constituted 0.54 per 
cent of the sample population. 

The crippled children’s program, sup- 
ported by a combination of federal and 
state funds, has been the subject of 
much organized effort in Connecticut, 
but in the study year it affected only 
2 persons or 0.26 per cent of the sample. 
The nearby heart disease clinic and the 
local tonsil clinic likewise served 2 per- 
sons each for ailments in their respective 
fields. The organized programs for 
diagnosis of cancer and for the care of 
blindness each rendered assistance to 
one person or 0.11 per cent of the 
sample in each category. 

In a home-te ‘me canvass of this 
type, it is obvious that certain illness 
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experiences will be underreported or 
concealed. Only one person in the 
sample was reported to have received 
organized medical care for a mental dis- 
order. Not one person in the sample 
was found to have received care from 
any of the organized medical care pro- 
grams for treatment of tuberculosis, 
venereal disease, diabetes, or alcoholism. 
Likewise no one received care for an 
accident from a public disaster or for a 
physical defect under the vocational re- 
habilitation program. Despite the prob- 
lem of underreporting and despite the 
fact that a sample larger than 929 
persons might have yielded a few cases 
in these categories, it is consistent with 
general statistical knowledge that the 
impact of these programs on a total 
population is small. While these disease- 
specific programs are obviously of great 
importance to the afflicted persons 
whom they serve, it is worth realizing 
that the percentage of people reached 
in a given year is very low. This may 
help to explain why it is difficult to raise 
funds in local communities for the care 
of these diseases, while it is somewhat 
easier at state or federal levels where 
the aggregate statistical picture of a 
disease is more impressive to appropriat- 
ing bodies. 


CARE FOR CERTAIN PERSONS 

A larger impact on the population 
was made by programs specifically di- 
rected at certain eligible persons. It is 
significant of the trends in our indus- 
trialized society, that 237 persons or 
25.5 per cent of the sample population 
were eligible for medical care from plans 
limited to employees of certain com- 
panies and their dependents. Of this 
group, most were in plans financed 
jointly by employers and employees 
(predominantly through commercial in- 
surance carriers). Of next importance 
were plans financed entirely by the 
workers, through mutual benefit associa- 
tions, and least important were the plans 
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financed entirely by employers. (About 
7 per cent of this industrial population 
were not enrolled in prepayment plans, 
but were simply eligible for in-plant 
medical services.) 

Among the 237 persons with some 
protection against medical care costs 
through employment, 15.9 per cent ac- 
tually received service in the year of 
study, representing 4.1 per cent of the 
total sample. This figure includes prin- 
cipally insurance protection for hos- 
pitalization, surgical care, and disability 
indemnification, and also a few cases of 
in-plant services rendered by an indus- 
trial physician on a more or less emer- 
gency basis. Connecticut industrial 
hygiene leaders may take pride in the 
fact that 71 per cent of the 237 persons 
in this industrial category worked in 
places providing some systematic in- 
plant service, 26 per cent in places with- 
out such service, and 3 per cent were 
indeterminate. 

Veterans were found to constitute 12 
per cent of the sample population, a 
figure close to the national average. 
Approximately 11 per cent or 13 out 
of these 112 persons, representing 1.28 
per cent of the whole sample population, 
received some medical care from the 
Veterans Administration program in the 
study year. Over half of these cases 
were for service-connected disabilities 
and the rest for other conditions. The 
breakdown of these 13 cases is interest- 
ing: dental care, 5 persons; medical 
clinic visits, 4; hospitalization, 2, and 
appliances, 2. In addition, indemnity 
payments for physical disabilities were 
made to 3 veterans. 

We hear a great deal about welfare 
programs of medical care for the 
indigent and it may come as a surprise 
for some to discover that only a very 
small fraction of the population is eligi- 
ble for such services. In this study, 
1.94 per cent of the sample or 18 per- 
sons were found to be recipients of 
public assistance from the state or the 
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town welfare departments, including 
general assistance cases and categorical 
cases (aged, blind, and dependent 
children). This figure was only slightly 
under the state-wide public assistance 
average at the time. In the year of 
study, three-quarters of these 18 per- 
sons actually received organized medical 
care, including 3 hospitalizations and 
various services of physicians in the 
home, office, or clinic. This represented 
a receipt of care by only 1.28 per cent 
of the total sample population. Recent 
changes in the Social Security Act, 
which heighten the likelihood of public 
health agency administration of medical 
care for the needy, should not create 
burdensome problems for the health 
department.® 

Using a broad definition of organized 
medical care to include diagnostic or 
minor treatment services rendered in 
the schools, 24 per cent of the sample 
were found to be children or youths 
eligible for such care through attendance 
at public or private schools. Of these 
223 young people, 12 or 5.5 per cent 
were reported to have actually received 
medical treatinent in the last year, Six 
of these cases were for dental services, 
4 were for services by a school nurse, 
and 2 were indeterminate. This repre- 
sented a therapeutic impact on oniy 1.28 
per cent of the sample population. 

Members of lodges comprised 7.5 per 
cent of the sample population and 4.3 
per cent of these 70 persons received 
sickness indemnity benefits in the study 
year. This constituted an impact of 
benefits on 0.32 per cent of the whole 
sample. Not one person in the sample 
was found to be eligible for care by 
reason of being considered “medically 
indigent,’ a fact which underscores the 
vagueness of this concept and the large 
unmet needs. Likewise, the sample did 
not uncover any individual eligible for 
care through the programs of the Armed 
Forces, the merchant marine, or the 
prison system. 
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CARE THROGH CERTAIN CLASSES 
OF SERVICE 

The third general axis of classifica- 
tion, programs providing certain classes 
of service, was found to have the great- 
est impact on the population. The 
reason was clear: under this heading are 
the prepayment plans for hospitaliza- 
tion, mainly the Blue Cross program. 
Including those persons receiving, or 
eligible for, medical care by reason of 
their employment, considered earlier, 
some 60 per cent of the sample were 
covered by some type of hospitalization 
insurance. Of this group of 553 persons, 
88 per cent were enrolled in Blue Cross 
plans and the remainder in plans carried 
by commercial insurance companies. 
Some four-fifths of these policies were 
obtained through group enrollment and 
one-fifth by individuals. 

Hospital services were actually re- 
ceived by 9.5 per cent of the 553 persons 
eligible during the last year, a figure 
which is close to the national averag: 
and helps to confirm the representative- 
ness of the sample population. This 
constituted an impact on 5.45 per cent 
of the entire sample. Of these 53 hos- 
pital cases, 44 per cent were maternity 
cases, 38 per cent were for surgical care, 
and 18 per cent for other causes. An 
analysis of the persons enrolled in hos- 
pitalization plans reveals that a signifi- 
cantly lower proportion of individuals 
in families with incomes under $3,000 
a year were covered than were found in 
the total sample population. 

Organized programs for prepayment 
of physician’s services covered approx- 
imately 14 per cent of the sample popu- 
lation. Three-quarters of these 130 
persons were members of the Connecti- 
cut Medical Service. This is a prepay- 
ment plan sponsored by the Connecticut 
State Medical Society, providing certain 
benefits for professional services ren- 
dered to the hospitalized patient, pri- 
marily surgical and obstetrical care. The 
remainder were enrolled in commercial 


1288 


insurance plans paying indemnities for 
such services. Only 8.7 per cent of the 
130 persons with this general protection 
were entitled to physician’s services out- 
side of surgical and obstetrical care. Put 
in another way, only 11 persons or 
about 1.2 per cent of the total sample 
were found to have insurance protection 
against even part of the costs of general 
physicians’ services in the home and 
office—that type of medical service most 
frequently rendered and having the 
highest potential preventive value. 
Nine-tenths of the 130 persons cov- 
ered in prepayment plans for physician’s 
services were enrolled through organic 
groups and one-tenth as individuals. In 
the study year, 22 individuals or 16.7 
per cent of the 130 persons insured 
actually received services, representing 


an impact on 2.35 per cent of the total 


sample population. 

An earlier approach historically to 
the provision of physician’s services on 
an organized basis is found in the pub- 
lic clinic, attached usually to the general 
hospital. Despite the age and im- 
portance of the public clinic, however, 
there is a widespread misconception 
about its real impact on the medical 
needs of the average community. Resi- 
dents of Milford are within easy reach 
of a number of general medical and 
surgical clinics maintained by voluntary 
hospitals in New Haven and Bridgeport, 
only 9 or 10 miles away. It is significant 
that in the entire sample of 929 persons, 
only one person (0.11 per cent) received 
care in any of these clinics during the 
study year. Even if persons receiving 
care in one of the clinics for special 
diseases (heart clinic and tonsil clinic) 
are added, as well as persons receiving 
clinic care by virtue of being public 
assistance recipients, the aggregate im- 
pact is still on less than one per cent 
of the sample population. 

While Milford is, in some measure, a 
suburban residential community, this 
finding cannot be casually attributed to 
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the study of a high-income population. 
It will be recalled that the sample was 
particularly weak in its representation 
of well-to-do families. The average 
family income reported was about 
$4,100 a year. Moreover, the large 
polyclinics available within a 10-mile 
radius of Milford are probably of better 
than average quality, including the 
facilities of a medical school teaching 
center. Even if there is a certain amount 
of underreporting in the current study, 
it is evident that the apparent crowding 
of public medical clinics is deceptive. 
While a large volume of medical services 
may be rendered to a relatively small 
number of low-income persons, the im- 
pact of these clinics on the total popula- 
tion is very small indeed. This is con- 
firmed also by a recent investigation in 
the City of New York, where public 
medical clinics are probably better de- 
veloped than in any other American 
city. It was estimated that, considering 
all services rendered by physicians in 
the city, only about 3 per cent were 
provided through public clinics. 

Home nursing services, provided by 
the local Visiting Nurse Association, 
were received by 23 persons during the 
year, constituting 2.48 per cent of the 
sample population. Laboratory services 
from a city or state laboratory were 
reported to have been received by 1.94 
per cent of the sample. Ambulance 
service (other than private) was re- 
ceived by 0.76 per cent of the sample. 
Public dental services, outside of the 
school system, were obtained by 0.54 
per cent of the sample population. 

It will be recalled that, considering 
all types of organized medical care, 17.5 
per cent of the sample population re- 
ceived some item of service during the 
study year. Of these 163 individuals, 


71 per cent received only one type of 
service, 26.4 per cent received 2 types 
of service, 1.8 per cent received 3 types 
of service, and 0.6 per cent received 
4 types of service. These 163 individuals 
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were members of 110 families. In 72.5 
per cent of these families only one per- 
son received care, but in 18.2 per cent 
of families 2 persons were served, in 5.5 
per cent of families 3 persons were 
served, and in 3.6 per cent of ‘families 
4 or more persons were served. While 
the dominant pattern of receipt of care, 
therefore, is a single service by one mem- 
ber of a family, it is apparent that there 
tends to be some concentration of two 
or more services among approximately 
one-fourth of the population and one- 
fourth of the families. 

One of the incidental but significant 
findings of the study was the great lack 
of knowledge or awareness of many of 
the organized medical care programs 
available to the people of Milford. 
About 90 per cent of the 260 respond- 
ents, on behalf of 929 persons, were 
women—usually housewives—who _re- 
ported on the experience of their entire 
families. Services such as those of the 
vocational rehabilitation program, the 
workmen’s compensation program, the 
Connecticut Commission for the Blind, 
and the mental hygiene societies were 
entirely unknown to the overwhelming 
majority of the respondents. It is pos- 
sible that if some of these programs were 
better known, greater use of them might 
have been made. 


DISCUSSION 

While the sample of 260 families with 
929 persons examined in this study was 
not large, numerous findings are close 
enough to known state-wide or nation- 
wide average experience to suggest the 
general validity of the findings. No 
brief can be made for the statistical ac- 
curacy of any specific finding for areas 
outside of Milford but, taken as a whole, 
certain general conclusions on organized 
medical care programs would seem to 
be warranted. ‘ 

It is apparent that a great variety of 
organized medical care programs oper- 
ate in a New England town, and it is 


Vol. 42 SURVEY OF MEDICAL SERVICES 1289 


probable that counterparts of the ma- 
jority of these would be found in almost 
any American community. This study 
did not explore the administrative 
framework within any of the approxi- 
mately 30 categorical programs found 
to affect this community, but it is evi- 
dent that a wide diversity of govern- 
mental and voluntary agencies are in- 
volved, stemming from authorities at 
the local, state, and national levels. 
Obviously an enormous body of expe- 
rience is available on the methods of 
organization and administration of med- 
ical care programs. 

It is apparent also that while a large 
number of programs are in operation, 
the approach of each is highly specific 
with respect to one of three axes of 
classification of medical care: the per- 
son, the illness, or the class of service. 
The rules of eligibility for each program 
are rather strictly defined. As a result, 
the proportion of the total population 
actually benefited by any one of the 
programs in a given year is small. Even 
in aggregate only 17.5 per cent of the 
total people were reached. This figure, 
in fact, may overstate the impact of 
organized programs, since it applies to 
the persons reached and is not a propor- 
tion of the total volume of medical 
services received by the population. If 
data were available for units of medical 
service, the proportionate impact of 
organized efforts would probably be less. 
On the other hand, many services under 
organized auspices tend to be expensive 
types of service (such as hospitalization, 
orthopedic care of crippled children, 
etc.), so that the financial impact of 
organized services on total medical care 
expenditures may exceed 17.5 per cent. 

The orientation of virtually all the 
categorical programs is toward meeting 
medical care needs in relatively extreme 
situations. This is particularly evident 
in the programs directed against specific 
illnesses, nearly all of which are serious 
but relatively infrequent. They are ill- 
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nesses causing severe disability or hav- 
ing high fatality rates, but the propor- 
tion of persons afflicted by them in a 
given year is low. The common day-to- 
day disorders are not among them. 
Moreover, programs which are specific 
for certain persons seldom provide com- 
prehensive care, limiting their benefits 
usually to the care of severe or “catas- 
trophic” illnesses or injuries in those 
persons. The programs directed spe- 
cifically to certain classes of service are 
well developed only for those services 
which are used relatively infrequently, 
namely hospitalization and _ surgical 
services. Little is done to make avail- 
able the day-to-day services of the 
physician or dentist, needed each year 
by virtually 100 per cent of the popu- 
lation. 

It follows from this emphasis on the 
care of severe conditions that most of 
the programs are not preventively 
oriented. Even though it is generally 
acknowledged that early medical care 
of minor conditions may obviate the 
need for elaborate medical care of ad- 
vanced conditions, minor medical needs 
are not dramatic and have not sum- 
moned nearly as much organized action 
as grave conditions. That this policy 
is in the long run extravagant in both 
economic and human terms has appar- 
ently not yet been generally recognized. 

It is evident that the greatest impact 
of any organized service on the people 
of Milford has not been from those tax- 
supported programs of oldest origin, but 
from voluntary prepayment plans of 
recent origin. Although the services 
provided through these plans are ori- 
ented principally toward severe condi- 
tions, the high proportion of the popula- 
tion covered by them reflects the degree 
to which they are meeting a popular 
need. The requirements for membership 
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in these plans unfortunately are such 
that their coverage is relatively weakest 
among persons in the later years of life 
and the lower income groups, where 
health needs are known to be greatest. 

Finally, it should be evident that the 
great bulk of medical care obtained by 
the people of Milford is through private 
arrangements. This is especially true of 
the medical services provided by physi- 
cians, dentists, pharmacists, and other 
personnel in the daily management of 
the galaxy of illnesses, minor and major, 
which do not compel immediate hospi- 
talization. A determination of the 
exact proportion of total medical care, in 
terms of volume of services and expendi- 
tures, which has been brought under 
organized auspices would call for a 
larger study than was possible in Mil- 
ford. The general method employed 
here, however, may be useful in formu- 
lating broader studies to answer this 
question. 

In any event, the trend toward in- 
creasing organization of medical services 
is clear. If new programs are to develop 
in areas of unmet need, they will 
probably give increasing attention to the 
provision of services by general medical 
practitioners for common illnesses in 
persons of moderate income. The pre- 
cise form to be taken by such programs 
will depend primarily on public demand, 
some of which will doubtless be ex- 
pressed, as in the past, through volun- 
tary group action and some through 
health legislation. 
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Public Health in Missouri—Past, Present, 
and Future 
Vital Statistics as a Measure of Public Health Progress * 


CLYDE A. BRIDGER, F.A.P.H.A., anp ROBERT L. 
McNAMARA, Pu.D. 


Director, Bureau of Vital Statistics, Missouri State Division of Health, Jefferson 


IFE in Missouri was not always as 

carefree and easy as it is today. In 
fact, if it were not for the many persons 
responsible for the active practice of the 
fundamental principles of public health, 
some of us would not have lived long 
enough to be present at this meeting. 
The information making it possible for 
us to be here today has stemmed from 
many sources, one of these being data 
coliected on vital events. 

What gave the impetus to compiling 
the vital records that form our vital 
statistics? In Missouri, this impetus 
was apparently derived from two 
sources: (1) The intense pride of its 
new cities, particularly St. Louis, Kansas 
City, and St. Joseph—these were the 
assembly points for departure for the 
New West. A century ago the death 
rate per month in these cities often 
equaled the death rate per year in them 
now. (2) The medical profession itself 


‘demanded a count of deaths by cause so 


as to determine some measure of the 
extent of the inroads of nonprofes- 
sionals. This impetus led to legislation. 
Thus, on February 5, 1841, the Eleventh 
General Assembly of Missouri passed 
what apparently is the state’s first vital 
statistics law. This law provided that 
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all overseers and sextons of public grave- 
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yards within St. Louis and within four 
miles of the city make a weekly report 
to the city register. It also provided 
that the physicians report weekly to the 
city register the name of the persons 
dying and the cause of death. The law 
was amended in 1843 to require a death 
certificate from a physician as a pre- 
requisite for burial. Note that this 
first law refers only to deaths. Birth 
registration had to wait many more 


years. 

A long-range view reveals the interest- 
ing fact that vital statistics has pre- 
ceded vital records filed as such. Except 
for the isolated law quoted above for 
deaths and an act passed in 1863 pro- 
viding for voluntary registration of birth 
facts with the recorder of deeds, for 
several decades not much was done 
toward recording vital events. The 1863 
birth registration law is still being used 
today. In contrast, the federal decen- 
nial censuses of 1850-1900, inclusive, 
collected data on births and deaths oc- 
curring during the year preceding the 
census date. The very attempt to 
analyze these imperfect data led in a 
large degree to the present-day vital 
records registration system. 

In 1883, in the act which established 
the State Board of Health of Missouri, 
is found the genesis of our present re- 
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cording system. This act provided for 
compulsory registration of vital events 
with the county clerk in the county of 
occurrence. The county clerk in turn 
was required to report to the secretary 
of the State Board of Health. Not a 
single report now exists in the Bureau 
of Vital Statistics. The exceedingly 
poor enforcement of the law has led to 
a heavy registration of delayed birth 
certificates during the last fifteen years 
at a multimillion dollar cost. 

The present Bureau of Vital Statistics 
was established in 1910 under a law 
passed in 1909. The essential difference 
between the 1883 law and the 1909 law 
was the provision for state-appointed 
local persons reporting to the State Reg- 
istrar. The 1909 law was revised in 
part in 1947. It needs several more 
revisions in order to meet present-day 
legal and statistical demands. 

During the early years of this state, 
divorces, adopticns, and legitimations 
were functions of the General Assembly. 
The records are in the Session Laws. 
Later, the Circuit Courts assumed these 
functions. The recording is now with 
the circuit clerk even though the 1947 
laws provided for transmission of data 
to the Division of Health. Since 1825, 
the recorder of deeds has recorded mar- 
riages. In 1948, the Bureau of Vital 
Statistics began receiving some statis- 
tical data on marriages. Factual data 
on these topics are still too fragmentary 
to be of much public health value. 

Beginning with 1880, states and cities 
that could show 90 per cent complete- 
ness on a registration test were admitted 
to a select circle: Their vital statistics 
were tabulated by the U. S. Department 
of Commerce on a uniform basis. 

Missouri entered the death group in 
1911 and the birth group in 1927. 
(Texas in 1933 was the last state ad- 
mitted.) The struggle to remain in the 
90 per cent-and-over class has helped 
materially to improve both the quantity 
and the quality of registration in 
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Missouri. Both birth and death regis- 
tration now approximate 98 per cent 
completeness. When the National Office 
of Vital Statistics was established in the 
U. S. Public Health Service in 1946, 
the 90 per cent standard was dropped. 
Efforts in registration are now aimed at 
improving quality. 

Having outlined the historical land- 
marks of vital statistics in Missouri, we 
shall now turn to some of the major uses. 
One extremely valuable and widely us- 
able tool is the life table. It employs the 
age distribution of the population at a 
given time and the corresponding death 
rates to compute such things as a stand- 
ard population and the life expectancy 
at birth. We observe that the life ex- 
pectancy at birth in Missouri has in- 
creased from 52 years in 1910 to 69 
years in 1950. This is another way of 
saying that, on the average. the loss of 
life at the early ages has declined tre- 
mendously during the past 40 years. In 
the field of social policy, the survivorship 
function of the life table has been used 
extensively in predicting population 
trends. Thus, estimates of the number 
of children at each grade level, or the 
size of the labor force, permit planning 
for types of social organization to meet 
indicated needs. Similar uses with re- 
spect to potential voting population and 
the aged are widely applied. 

The standardization of vital rates has 
contributed in major ways to the knowl- 
edge available for better understanding 
of man and the control of his environ- 
ment. On the international scene, Dr. 
Louis I. Dublin of the Metropolitan Life 
Insurance Company exhibited in San 
Francisco last October data to show that 
while the United States has saved pro- 
portionately more lives under age 45 
than other nations of white European 
stock, the reverse is true for the older 
ages. Two reasons given for this are 
the excessive losses in males from de- 
generative diseases and the heavy acci- 
dent toll among older persons of both 
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sexes. These clearly present a funda- 
mental public health and safety problem 
for the future in the United States as a 
whole and most certainly in Missouri. 
Most of the chance for improvement is 
in the 45-64 age group. The use of 
standardized rates also aids in warning 
us not to minimize the need for a pro- 
gram solely because the crude death 
rate may be falling. A case in point is 
tuberculosis control. Another is ma- 
ternal and child health. 

As a nation, and at every level of 
government, we have been impressed 
with the growing number of aged people 
in our population. This section of the 
population is of very great importance 
to our economy, whether considered as 
a dependent group or considered as an 
unused working force. How we happen 
to be confronted with a “problem of 
aging” can be shown with striking effec- 


tiveness by the life tables that flow from. 


‘vital statistics derived from vital records 
and census enumerations. Moreover, 
the use of vital measures and life ex- 
pectancy technics enables us to predict 
with some accuracy the extent to which 
aged people will be with us in the future. 

In both teaching and research, birth, 
death, and other vital records data can 
be lifted from their “dry” context and 
shown to contribute to the formulation 
of social and economic policy. For ex- 
ample, a variation of Dr. Raymond 
Pearl’s materials on search for longevity 
has been used with good results. Con- 
verting the ten-year survival values of 
the life table to correspond with the 
rungs of a “ladder of life” is a fairly 
elementary way to show a use of the 
little understood life table. By doing 
this for two populations a half-century 
apart in time, one can portray at what 
points in the life scale the large reduc- 
tions in mortality which have occurred 
and consequently where the hazards of 
living have been attacked with most suc- 
cess. At the same time the technic 


emphasizes the very little progress made 
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during the last half-century in reducing 
the mortality of old age. It also reveals 
the great need for research on the 
process of aging and developing a public 
policy for elderly people. 

An additional example in point is the 
role played by vital statistics in making 
estimates of net migration over a period 
of time. The Department of Rural 
Sociology of the University of Missouri 
has its research staff engaged at the 
present time in a regional population 
project designed to study migration 
volume and patterns of movement in the 
north central states during the decade 
1940-1950. From state and national 
vital statistics offices, resident birth and 
death data have been collected for 
counties by urban and rural residence 
for each of the years of the decade. 
Natural increase is thus easily com- 
puted and the county data consolidated 
into the economic areas delineated by 
the U. S. Bureau of the Census. These 
same data can be used equally well to 
discover where demands for public 
health services arise. 

Modern vital statistics offices con- 
stitute a rich source of materials for the 
use of graduate students in the social 
sciences. At the present time the Uni- 
versity of Missouri has two master’s 
theses in rural sociology under prepara- 
tion, the data for which have come 
directly from the State Bureau of Vital 
Statistics. One of these is a study of the 
differential aspects of infant mortality 
in rural areas of the state with particular 
inquiry on neonatal as compared with 
later infant mortality. The hypothesis 
being tested is that later infant mortal- 
ity is closely related to environmental 
conditions and would therefore vary in 
rather direct relationship with the 
known socioeconomic circumstances of 
the counties; neonatal mortality on the 
other hand would have no significant 
relationship with the social milieu. The 
second thesis for the master’s degree is 
being prepared, again with the basic 
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data from vital records, on the subject 
of urban-rural migration. The problem 
in this case is to establish relationships 
between net in-or-out migration of eco- 
nomic areas and the socioeconomic posi- 
tion, including the level of living, of 
those areas. The first inquiry is cer- 
tainly of general public health signifi- 
cance. 

There is a serious need for intercensal 
population estimates by commercial in- 
terests, public agencies, and research 
staffs. A state vital statistics office is 
in a strategic position to work on this 
problem since it maintains a current ac- 
counting of vital events. This function 
has been undertaken by our own vital 
statistics office. Once systematized and 
a formula agreed upon, the results will 
be widely used to considerable advan- 
tage. Omitted, however, is the compu- 
tation of age-sex specific death rates for 
intercensal years. Every agency needs 
these for program planning, but no 
satisfactory computational method has 
yet been developed for intercensal pe- 
riods, because of the lack of data on the 
migratory population. 

The future of vital statistics, and of 
public health statistics in general, is 
indeed bright. Some of the currently 
pressing demands have already been 
noted. Ina large organization, the need 
to learn much from little is obvious. The 
use of modern statistical processes is 
rapidly showing how this can often be 
done successfully. Sampling plans pro- 
vide one such example. In the future, 
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we shall see an increase in additional 
interpretative material in the annual 
health department reports. We shall 
also see the results of statistical aid in 
nutrition studies, dental studies, chronic 
disease studies, laboratory methods, and 
so forth. The use of statistical inference 
throughout the entire field of public 
health, both in the public and in the 
private agency, is growing. This is 
natural since statistical inference is sim- 
ply a form of organized inductive 
reasoning. 

The trend is not only toward greater 
demographic use of the data on the vital 
record itself, but also toward the inte- 
gration of vital statistics into the wider 
field of public health statistics. Evidence 
is accumulating to indicate that registra- 
tion of vital records and their certifica- 
tion will form about one-third of the 
routine functions of the public health 
statistics unit of the future. Analysis 
of vital records will contribute a sixth 
and modern public health statistical 
technics the remaining half. Not only 
of necessity does vital statistics now 
touch every citizen of Missouri at some 
point, but through the wider concept of 
public health statistics, the contact will 
be even closer and broader. 

In closing we wish to express our 
appreciation to the several persons who 
aided us in developing this paper. 
Special acknowledgment is made to 
Wilbur M. Shankland of Webster 
Groves for supplying historical notes 
and material from some rare papers. 
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Prevention and Control of Addiction 
to Narcotics 


Description of a Program Operated by a County Health Department 
for the Past Year. 


WALTER K. GRIGG, M.D. 
Senior Assistant Surgeon, Public Health Service, Acting Health Officer, 
Lee County, Dixon, Ill. 


EE County, Illinois, is a rural county 

with a population of 37,000 and lies 

90 miles due west of Chicago. The full- 

time County Health Department has its 

headquarters in the county seat, Dixon, 
a city of 12,000. 

Addiction is not and never has been 
a problem in this county. The program 
was planned because of the large number 
of addicts in Chicago and the possi- 


bility of the spread of addiction to out- 
lying communities. The objectives of 
the program were to determine whether 
there were any addicts in the community 
and to prevent the spread of addiction. 

Some people may question whether 
this is a proper function of a health 


department. Addiction has some char- 
acteristics of a communicable disease. 
Active cases and carriers (addicts) both 
transmit addiction to their associates. 
There is a highly susceptible age group 
(15-25 years of age). Unfortunately, 
there is no known drug or antibiotic 
that will cure this disease. Unlike most 
communicable diseases there is no im- 
munity; quite the reverse—there is a 
high relapse rate. Because research has 
indicated that certain personality dis- 
orders predispose to the use of narcotics 
and easy addiction and since long con- 
tinued use of narcotics may lead to 
mental, physical, and moral deteriora- 
tion, addiction may be thought of as a 
communicable mental disease. 


A local health unit has experience in 
dealing with communicable disease and 
mental health problems. The health 
officer, being a physician, is able to 
understand the medical features of the 
problem and is able to contact physi- 
cians and pharmacists in investigations 
much more successfully than a lay 
person could. For these reasons a local 
health unit is well able to promote a 
preventive program for addiction. How- 
ever, this program must be coérdinated 
with the control features delegated by 
law to the police authorities. 

In setting up the program it was de- 
cided to contact certain key groups and 
ask them to be on the alert for the 
illicit use of narcotics. An attempt was 
made to inform these groups of the 
problem aad the steps they should take 
if addiction is suspected. Great efforts 
have been made to keep this program on 
a sane plane and in order to avoid over- 
emphasis or sensationalism. The groups 
that were contacted are listed below 
with a résume of the points covered. 

1, Police—Agreement with the sheriff 
and police chief on the scope of action 
of the health department and police de- 
partment was the first step. Each de- 
partment agreed to notify the other 
about all narcotic cases. A conference 
was held at the police department and 
the following points covered. The 
effects of administration and withdrawal 
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of the various narcotics in common use 
(marijuana, morphine, and heroin) 
were discussed. Other points covered 
were the relation between addiction and 
crime, the methods of administration of 
narcotics, and the form in which nar- 
cotics are carried by addicts. The police 
were to send any specimens suspected 
of being narcotics to the police crime 
laboratory for analysis. Mimeographed 
copies of the new Illinois state law cov- 
ering narcotics were distributed. 

2. Physicians—A letter describing the 
program was sent to every physician in 
the county. They were requested to 
contact the health officer if any sus- 
pected or known addicts were en- 
countered. Application blanks for the 
U. S. Public Health Service Hospital 
for narcotic addicts are kept at the 
health department and assistance in 
making arrangements for admission was 
offered. This hospital will admit vol- 
untary patients quickly if it is their first 
treatment. Applications for retreatment 
are placed on a waiting list. Voluntary 
patients pay $5 a day. There is no 
charge for those who cannot afford this 
fee. 

The Dixon State Hospital operates a 
psychiatric clinic in the health depart- 
ment office at monthly intervals, Ad- 
dicts cannot be successfully treated on 
an outpatient basis. However, those 
users of narcotics who have not pro- 
gressed to the stage of addiction could 
be evaluated in this clinic and recom- 
mendations made to the family physi- 
cian. 

Physicians were contacted in every 
case where patients were thought to be 
receiving unusual amounts of narcotics. 
The physicians approached were all co- 
operative and each case proved to have 
adequate medical justification. The re- 
ports were received from pharmacists in 
two instances and a minister in a third 
case. 

3. Pharmacists—Every pharmacist in 
the county was personally contacted. 
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The program was explained and they 
were requested to notify the health offi- 
cer if any individual appeared to be 
obtaining narcotics either in unusual 
quantities or under unusual circum- 
stances such as by prescription from two 
or more physicians. They were also 
requested to notify the health officer of 
the sale of hypodermic needles to 
children. 

4. Teachers—The first reason that 
this group is important is because the 
Illinois school code requires the schools 
to teach a definite number of hours re- 
garding the “nature and effect of alco- 
holic drinks and narcotics.” The 
requirement for grades three to nine is 
for example “not less than four lessons 
a week for ten or more weeks of each 
year, and must pass tests in this as in 
other studies.” 

Other interesting provisions of this 
same code are: 


For students below high school grade, the 
text books shall give at least one-fifth of their 
space, and for students of high school grade 
shall give not less than twenty pages to this 
subject. 

In all State normal universities and teacher 
colleges, teachers’ training classes and teachers’ 
institutes, adequate time and attention shall 
be given to instruction in the best method of 
teaching each subject, and no teacher shall be 
certified who has not passed a satisfactory 
examination in this subject and the best 
method of teaching it.* 


Public health and school authorities 
are by no means convinced that this is 
the proper approach to the problem. 

R. W. Artis, district supervisor for the 
U. S. Bureau of Narcotics, Chicago 
Office, made this statement: 


We do not recommend or promote direct 
education on narcotic drugs. In this conclu- 
sion, we agree with the conclusions of the 68 
nations of the United Nations who passed a 
resolution upon this subject. Narcotic educa- 
tion is open to controversy and great objec- 
tions. We prefer to educate at the parent- 
teacher level.? 


Since the school code requires that 
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this subject be taught, it is vitally im- 
portant that it be presented in the 
proper manner. A school health con- 
ference was sponsored by the health de- 
partment to which all principals and 
superintendents were invited. Basic in- 
formation on narcotics and addiction 
was presented. The school authorities 
were invited to call on the health de- 
partment for literature on this subject 
and for assistance in preparing lectures. 
If the material is presented to students 
in the wrong manner, it may excite 
their curiosity and actually do more 
harm than ignoring the subject entirely. 
With this in mind, the recommendation 
was made to distuss the subject in a 
sober manner and to avoid sensational- 
ism. The consequences of addiction 
must be discussed with emphasis on the 
fact that a true friend will tell authori- 
ties of the use of narcotics by another 
student since continued use of narcotics 
will lead to addiction. Because children 
hate an informer (tattletale) this is a 
very hard point to put across. Every 
effort should be made to convince chil- 
dren that it is not smart to use narcotics. 
If the group disapproves, few children 
will try narcotics. The second reason 
why teachers are important is because 
they are in charge of the children during 
most of the day for nine months of the 
year. Teachers are in an excellent posi- 
tion to observe children. If they are 
aware of the signs and symptoms that 
occur with the use of narcotics, many 
youthful users could be discovered be- 
fore they become addicted. 

The following form was prepared for 
distribution to all teachers to aid in 
detection of users of narcotics. 


DETECTION OF NARCOTIC USERS 
Marijuana and heroin are the drugs 
that are used by more than 94 per cent 
of young addicts. These drugs are dis- 
cussed below. 
1. Marijuana 
a. How used—Smoked. Marijuana 
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cigarettes (reefers) are loosely packed 
with the drug. Often both ends of the 
cigarettes have the paper twisted so that 
the drug will not fall out. Slight rope 
(hemp) odor. No brand name is on the 
cigarette. 

b. Effect—Effects last for minutes to 
several hours. The user may have some, 
all, or none of the following effects: 
dizziness, nausea and vomiting, sug- 
gestability and impulsiveness of action. 
They often have an obvious disregard 
for consequences of their actions. Fre- 
quently the perception of sensation is 
distorted. Time sense is slowed. 

Marijuana is not usually addicting. 
The addict does not become ill when he 
abstains from its use. The main danger 
in its use is the frequency with which 
the user changes to the use of heroin. 

2. Heroin 

a. How used—The white powder can 
be sniffed like snuff, or injected under 
the skin or into a vein. All addicts 
eventually become “main liners” that is, 
inject the drug into their veins. The 
powder is sold in small gelatin capsules 
or paper folders. It looks like milk 
powder or sugar since it is diluted with 
these substances. Injections are given 
with a hypodermic needle. Other parts 
of the narcotic kit are syringe, or medi- 
cine dropper, and a teaspoon. 

b. Effect—(General). The size of 
dose and duration of the addiction 
markedly affect the signs and symptoms 
of the user. They may become nause- 
ated and even vomit. Usually there is a 
marked euphoria. They doze, and often 
sleep and are insensitive to pain. The 
pupils of the eyes constrict and often 
become pin-point in size. 

( ) In sniffing the powder, the 
lining brane of the nostrils will be- 
come red and often ulcerated. If inject- 
ing the drug, the veins in the arms are 
used first. Look for needle marks along 
the veins. The arms may have abscesses 
(infections) in the locations where in- 
jections have been made. After.a num- 
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ber of injections the veins thrombose. 
Thrombosed veins are dark in color and 
hard. 
Withdrawal Symptoms and Signs— 
When the addict is unable to obtain a 
supply of the heroin he or she suffers 
withdrawal symptoms. 

Heroin is a depressant to many organs 
in the body. However, the body ad- 
justs to its presence and functions fairly 
normally without much evidence of 
depression. 

If the use of heroin is then stopped, 
it has the same effect as if a stimulant 
were taken. 

The more of the narcotic that 
is taken, the stronger the symptoms 
will be when its use is stopped. 

The sign and symptoms are: A terrific 
desire to obtain more heroin, increased 
perspiration, nervousness, running of 
the nose, watering of the eyes, muscle 
twitching, nausea and vomiting, diarrhea 
and abdominal cramps. 

Additional Information—A_ capsule 
of heroin costs $1.50 to $3. When 
fully addicted the user tends to slowly 
increase the dose. In rare cases an 
addict may take 35 capsules or more a 
day. It costs the average addict $3 to 
$15 daily for his narcotics. 

Children usually have to steal to ob- 
tain this money. Suspect youngsters 
who steal or who take unauthorized 
absences from school of using narcotics. 

What To Do— 

1. Have the principal contact the Lee 
County Health Department, if you sus- 
pect any child of using narcotics. 

2. Cigarettes suspected of containing 
marijuana, or capsules suspected of con- 
taining heroin or other narcotics, should 
be confiscated and held. We will have 
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their contents analyzed at the crime 
laboratory. 


In addition the health department is 
keeping a file of reference material on 
this subject in the event the schools call 
on us for further material. We have a 
list of movies, comic books, and other 
teaching aids that could be used. If we 
should have a youthful addict reported, 
it would be our recommendation to have 
a period of intensive education for the 
school children in that area by health 
department personnel. 


CONCLUSION 

A program of prevention and control 
of addiction to narcotics is described as 
it has been operated by a county health 
department for the past year. The 
experience that personnel in local health 
units have with communicable disease 
and mental health problems enables 
them to handle such a program. In 
this county the program was well re- 
ceived by the groups involved: police, 
physicians, parents, pharmacists, and 
teachers. 
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Teaching Home Nursing in Indiana 


LEROY E. BURNEY, M.D., M.P.H., F.A.P.H.A. 
State Health Commissioner, Indiana State Board of Health, Indianapolis, Ind. 


OR nearly half a century the Ameri- 
can Red Cross has helped meet 
community health needs by offering in- 
struction in home nursing care that does 
not require the technical knowledge of 
a professional nurse. The major objec- 
tive of the courses is to teach groups of 
from 15 to 20 homemakers (both men 
and women) as well as high school and 
college students how to give safe and 
effective home nursing care which will 
lessen and prevent the suffering caused 
by illness. 

The two courses offered free through 
the facilities of the local Red Cross 
chapters are: (1) Home Care of the 
Sick, a minimum of 14 hours. This in- 
cludes two hours of instruction based on 
the Civil Defense Supplement of the 
American Red Cross Textbook on Home 
Nursing and information on how to 
adapt nursing skills to care for injuries 
most likely to result from atomic attack. 
(2) Mother and Baby Care, a minimum 
of 12 hours. This course attempts to 
teach mothers and fathers and pros- 
pective parents about the proper care 
of mothers and babies. In addition, 
some of the health problems in the com- 
munity which may affect the growing 
child and the entire family are dis- 
cussed. 

For years many Indiana public health 
nurses faced with the problem of help- 
ing to serve the health needs of a large 
territory have used the ready-made 
channels of the Red Cross to reach 
large groups of homemakers in order to 
teach home nursing skills and wholesome 
health attitudes. 

One county nurse back in the twenties 
wrote in her periodic narrative report 


to the State Health Department that 
for months she had tried to remedy the 
deplorable sanitary conditions of the 
two privies at one of the rural schools. 
She had appealed to the teacher, to in- 
dividual school patrons through home 
visits, to the township trustee (one of 
her employers), and other county 
officials including the health commis- 
sioner. She finally organized a Red 
Cross home nursing class for the mothers 
one summer. They met in the one-room 
rural school. She took the mothers out 
to observe the privies. Action was fast 
for within the month new sanitary 
privies had been built. One former 
secretary of the South Bend Board of 
Health used to say that if you wished 
any progressive civic action in public 
health, get the women in the community 
behind it, as he had learned in getting 
his sanitary milk ordinance passed. 

In Indiana as throughout the country 
the Red Cross home nursing program has 
been revised to conform with the chang- 
ing needs and the increasing emphasis 
on home rather than hospital care 
especially when expert attention or 
specialized equipment is not necessary, 
as in the case of the aged and chron- 
ically ill. For loving care in a familiar 
environment, the home, plays an im- 
portant role in the recovery of a patient. 

Iago Galdston, M.D., in a paper * 
presented before the Public Health 
Education Section of the APHA 1948 
Annual Meeting, stated that to become 
fully effective health education must 
take its cue and draw its guidance from 


* Galdston, Iago. Motivation in Health Education, 
AJPH. 39-1279, October, 1949. 
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a clear knowledge and appreciation of 
the inherent (endogenous, he called it) 
motivations of the individual at the time 
and in the circumstances in which the 
individual is to be addressed. Here are 
busy homemakers faced with caring for 
their families in sickness and in health— 
with the shortage of medical, nursing, 
and hospital facilities almost universal— 
voluntarily coming together to learn 
better nursing skills and how to help 
prevent illness. For instance, some of 
the skills they have a chance to learn 
and practise are how to recognize com- 
mon symptoms of illness and report 
them to the doctor, how to carry out the 
doctor’s orders in giving simple treat- 
ments, how to make a patient comfort- 
able, and how to prevent the spread of 
diseases. The following is the comment 
of an Indianapolis homemaker who re- 
cently finished the Home Care of the 
Sick course sponsored by the PTA in 
her school: 


First of all we were taught to be careful 
about cleanliness. This point can’t be stressed 
too often. We thought it was pretty silly to 
be learning to wash our hands after all these 
years, but let me assure you I had never 
thoroughly washed mine before. 

Applying the hot compress has been helpful 
to me. My daughter had the “knee ache” a 
couple of nights after we had this lesson and 
I applied a hot compress, not really too hot, 
and it was much more helpful than a hot 
water bottle. 

I have kept a very careful temperature 
record of my children, but never made any 
attempt at pulse or respiration. Now I feel 
fully ready for these if our doctor should ask 
for them. 

It is impossible to set out everything we 
have learned but our teacher is most com- 
petent and my only thought is that we 
haven’t had enough time for our classes. 


For physicians who wish to inform 
their patients about what is taught in 
Home Care of the Sick, the Committee 
on Public Relations of the Indiana State 
Medical Association has prepared a 
leaflet called “Getting Well At Home” 
designed to suggest what can be done at 
home for certain illnesses without put- 
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ting in an emergency call to the doctor. 
The leaflet states: ““This is given to you 
by your physician to assist in your 
duties of caring for a loved one who has 
fallen ill and is under the care of your 
family physician.” 

The Red Cross course in Mother and 
Baby Care provides an opportunity for 
general health education, for when do 
you have a more receptive attitude 
toward changing health behavior than 
when a mother and father are expecting 
their first baby? They want to build a 
good little body and are therefore willing 
to meet in classes to study charts show- 
ing the basic seven foods. They even 
develop a favorable attitude toward 
breast feeding. 

In this course there is a lesson on 
health organizations, official and volun- 
tary, and their general functions, as well 
as reports from the group on subjects 
the local health officer wishes stressed. 
In one instance he wished students to 
study the local restaurant ordinance and _ 
code, the local milk ordinance, a pam- 
phlet on rat control, and one on brucel- 
losis. Reports are made by the students 
on gonorrhea and syphilis and on cer- 
tain of the degenerative diseases which 
are shown in the current vital statistics 
from the local board of health as leading 
causes of death. Some health authorities 
think the time to try to prevent some 
of the degenerative diseases is before 
people reach middle age. 


AIDS TO TEACHING AND METHODS 

Excellent and complete instructor’s 
guides in Home Care of the Sick, Care 
of the Aging and Chronically Ill, and 
Mother and Baby Care, and a Manual 
for Home Nursing Supervisors have been 
prepared by the Red Cross with the 
help of some of the leading public health 
nurses in the country. 

Instructors of both courses are taught 
to follow the principles of learning and 
teaching used by educators everywhere, 
including principles of nursing used in 
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all good schools of nursing. The whole 
pattern of teaching used is adapted from 
that of Training Within Industry. 


THE PREPARATION FOR RED CROSS HOME 
NURSING INSTRUCTORS 

Non-nurses as well as graduate pro- 
fessional registered nurses who meet 
certain standards of academic and pro- 
fessional education are authorized to 
teach Home Care of the Sick after a 
30-hour instructor-training course taught 
by an authorized Red Cross instructor- 
trainer. A practice class under super- 
vision is part of the training. 

An instructor of the Red Cross 
Mother and Baby Care course must be 
a registered professional nurse who has 
completed an instructor-training course 
and taught a practice class under super- 
vision. 


THE HOME NURSING PICTURE IN 
INDIANA 

Indiana has made steady progress in 
the development of Red Cross Home 
Nursing classes, even though the de- 
mand for qualified instructors in some 
counties has been greater than the sup- 
ply. The larger cities have had in- 
structor-trainers who could prepare 
instructors in their areas. The Indian- 
apolis Chapter, for instance, has trained 
over 100 instructors in Home Care of 
the Sick and over 30 nurses to teach 
Mother and Baby Care. 

During the summer of 1951 the Red 
Cross conducted training courses at 
Purdue University, attended by 39 in- 
structors, and at Indiana University, 
attended by 56 instructors. From last 
reports 77 home nursing classes have 
been taught by these instructors, who 
will undoubtedly teach many more. 

During the first semester of the 1951- 
1952 school year, the Division of Nurs- 
ing Education, School of Education, 
Indiana University, offered a training 
class (Field Experience in Teaching in 
Public Health Nursing) in its Indian- 
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apolis Extension Center taught by an 
instructor-trainer from the Red Cross 
area office who was a well qualified 
public health nurse. The majority of 
students in the class were school nurses 
on the staff of the Indianapolis Depart- 
ment of Public Health and Hospitals. 
Most of the students received two uni- 
versity credits toward their B.S. degree 
with a major in public health nursing. 
Most of the practice classes were held 
in the Indianapolis Mail Order Division 
of Lane Bryant, Inc., where nearly 100 
employees received Red Cross home 
nursing certificates. The Lane Bryant 
industrial nurse took the training course 
and helped in the teaching. 

During this past summer other train- 
ing courses were conducted by the Red 
Cross at Indiana University for teachers 
of Home Care of the Sick, Mother and 
Baby Care, and for instructor-trainers. 

Other Red Cross chapters conducting 
or planning to conduct training courses 
in Home Care of the Sick are St. Joseph 
County, Green County, (for home eco- 
nomics instructors) and Tippecanoe 
County which is using senior students 
at St. Elizabeth Hospital for the in- 
structor - training course. Two in- 
structors on the hospital nursing staff 
are teaching the course, and the local 
Red Cross chapter is recruiting com- 
munity classes for the students to teach. 

In Montgomery County, high school 
principals took over the classes of their 
10 home economics teachers who were 
given an afternoon a week off on school 
time in order to take the 30-hour in- 
structor-training course. They have 
been teaching Home Care of the Sick to . 
high school students since then. Three 
nurses in the county are teaching com- 
munity classes. 

DeKalb County will soon reach its 
goal of one person in every 100 trained 
in home nursing. Each small town has 
a subcommittee chairman of the county 
Red Cross chapter’s home nursing com- 
mittee who has recruited both in- 
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structors and students for classes. Two 
instructor-training courses have been 
held in the county and one local nurse 
is now an instructor-trainer. Mother 
and Baby Care classes will be started 
in the county soon. Other counties in- 
cluding Tipton, Shelby, and Johnson 
have conducted training classes. 

During the calendar year 1951, one 
person in every 800 completed a course 
in Home Care of the Sick in the State 
of Indiana through programs in more 
than half the chapters of the state. In 
strategic defense areas the Red Cross 
would like to have one person in every 
100 trained to give home nursing care; 
in the event of a great disaster or an 
atomic attack at least 20 workers would 
be needed to assist each graduate nurse. 

The Medical Services Division of the 
Civil Defense Committee (which serves 
Marion County), Indianapolis Medical 
Society, has the names of over 700 vol- 
unteers (trainees) who have finished the 
Red Cross Home Care of the Sick course 
and who have indicated that they would 
be willing to assist in civil defense. They 
have been allocated by sectors, zones, 
and treatment stations with a captain 
for each station. The Outline of Or- 
ganization for Emergency Medical 
Service * states: 


It is not thought expedient for doctors and 
their associated personnel to move from 
casualty to casualty but rather to operate in 
fixed extemporized stations even though they 
be temporary. Rescue personnel working in 
the neighborhood will quickly learn where a 
small group of doctors, nurses, corpsmen, and 
Red Cross trainees may be found and will 
direct or bring the cases to the stations. 


The Red Cross has had excellent co- 
operation from several Indiana state 
agencies in the steady progress that has 
been made in teaching home nursing. 

The director of the Division of Public 
Health Nursing in the State Board of 
Health has encouraged public health 


* Indianapolis Medical Society, Civil Defense Com- 
mittee, p. 2. 
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nurses to attend teacher-training courses. 
Two of her consultant nursing staff have 
been teaching. 

The executive secretary of the State 
Nurses’ Association has been instru- 
mental in placing announcements in The 
Indiana Nurse about home nursing train- 
ing centers. 

The supervisor of home economics of 
the State Department of Public Instruc- 
tion has used all the channels at her 
disposal to urge home economics in- 
structors to take advantage of the Red 
Cross instructor-training courses in 
Home Care of the Sick. She is pressing 
for at least one instructor-trainer in 
every county of the state. 

Teaching is one of the primary roles 
of the public health -nurse. Public 
health nurses were among the first to re- 
quest assistance in the improvement of 
group and individual instruction. . 

It is, of course, impossible for health 
department nursing staffs to provide all 
the home care of the sick that should 
be given (for many communities and 
areas have no services available such as 
the Visiting Nurse Associations give). 
Even though they teach someone in the 
individual home to assume some of the 
responsibility, the group training offered 
in a home nursing course would save 
much time. By giving encouragement 
and leadership to this group training, 
health departments are actually helping 
themselves. 

It seems only practical to encourage 
more training to prepare at least one 
person in every home to give skillful and 
efficient care of the sick. In addition, we 
have found that this instruction not only 
makes the individual more conscious of 
his responsibility for safeguarding health 
and the way communicable disease is 
controlled in the community, but it im- 
proves his understanding of the work 
of health departments in general. 

Health departments can and do pro- 
vide the leadership, in many instances, 
for this program by interpreting it to 
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nurses and to lay groups, by encouraging 
nurses or teachers to take the instructor- 
training course, and by having a staff 
nurse become an instructor or instructor- 
trainer, thus preparing her to supervise 
the program in her district. It is inter- 
esting to note that if an instructor- 
trainer teaches just one group of 15 
persons (nurses or non-nurses) as in- 
structors, and they in turn teach three 
classes during a year, 625 persons are 
reached with this instruction. In this 
way, the public health nurse increases 
her sphere of influence in this field of 
health education with a minimum ex- 
penditure of time. She also adds 
materially to the number of trained 


Home NuRSING IN INDIANA 


1303 


hands available to assist in emergencies. 

Although the home nursing program 
has increased steadily during the past 
year, many more people could be reached 
if health departments realized more 
clearly the values of this program. 

The Red Cross in offering such 
courses through organized groups and 
agencies has contributed to better care 
of mothers and babies, the chronically 
ill, the aged, morbidity patients, and not 
least of all, to the understanding and 
willingness of people to volunteer for 
civil defense activities. Can we afford 
‘not to have one member of each family 
of the nation without this packaged 
service? 


Sanitation “Seal of Approval” 


The National Sanitation Foundation 
Board of Trustees has approved estab- 
lishment of the National Sanitation 
Foundation Testing Laboratory as a 
means for obtaining an unbiased ap- 
praisal of equipment and materials im- 
portant to the maintenance and provision 
of public health. A distinctive seal of 
approval will be available to manufac- 
turers to be displayed with equipment, 
materials, or methods approved by 
the Laboratory. Health departments 
throughout the country will receive 
regular reports listing equipment upon 


which the seal may be used. Such a 
laboratory was first recommended by 
the Counci! of Consultants of the 
Foundation and other groups at the First 
National Sanitation Clinic held in Ann 
Arbor in 1948. 

The Laboratory will be directed by 
Walter D. Tiedeman, resident lecturer 
in environmental health at the Uni- 
versity of Michigan School of Public 
Health, Ann Arbor, where the Founda- 
tion is located. 

Applications for approval should be 
sent to the Foundation. 
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THE BATTLE FOR SOUND TEETH 


bboy effects of adding fluorine to community water supplies on the dental status 
of the population have been the subject of study for some time. It has been 
determined that too high a concentration of fluorine produces mottling of the 
enamel; and that a complete lack is conducive to excessive caries formation. It 
has been conclusively demonstrated that an optimum fluoride content, of the order 
of one part per million, will reduce caries in children to about one-half its normal 
incidence, while failing to produce mottling. The optimum amount is as effective 
whether water supplies have been blended to reduce the natural fluoride content to 
the desired level or fluorides have been artificially added to bring the content up 
to the established concentration. No harmful effects whatever have bec observed 
from drinking waters containing the recommended amount of fluoride, either in 
those who have been exposed to it naturally for as long as 80 years, or in those who 
have received it on a planned basis for over 5 years. 

An impressive number of professional health organizations have reviewed the 
literature—independently, it must be added—and have concluded that artificial 
fluoridation of public water supplies in controlled amounts is desirable as one 
effective means for the partial control of dental caries in the young. In view of 
its far-reaching effect on a staggeringly massive problem, and in the absence of 
demonstrable ill-effects, fluoridation of water supplies must be reckoned with as 
one of the most significant tools of preventive medicine which has been devised in 
recent years. 

Debate between the conservative and the progressive elements is traditional in 
our society and is desirable to maintain good balance; but the instinctive tendency 
of certain minds to fear any departure from the supposedly beneficent processes 

[1304] 


| 7 
| q 
a 
| 
‘ 
| 


Vol. 42 EpIrortAts 130S 


of nature cannot be indefinitely condoned, in the face of accumulating mountains 
of evidence. Furthermore, it is unfortunate that the case of the conservative should 
be intensified—as in this instance—by the support of vested interests and of fanatics 
and members of the lunatic fringe who appear to consider dental caries as an essen- 
tial part of the “American Way of Life” and any attempt to alter its incidence as 
Communist-inspired mass-poisoning. 

A particularly striking example of the unfortunate effects of such opposition was 
described at the Denver meeting of the Western Branch of the APHA last June." 

The movement for fluoridation in Seattle, Wash., began with a revealing study 
by the PTA in 1950 which disclosed that the average child in the eleventh and 
twelfth grades had nearly 15 decayed, missing, or filled teeth. The director of the 


Seattle-King County Department of Public Health, after thorough consideration of — 


the evidence, and with the approval of the local medical and dental societies, 
recommended to the City Council in February, 1951, the introduction of fluorida- 
tion. At first there was no opposition except from some representatives of the Water 
Department. The Water Department produced a fantastically high estimate ot 
cost ($1.20 per year for each of the premises served); and, a local election being in 
sight, the City Council dodged its responsibilities by submitting the desirability 
of fluoridation (at this assumed cost) to the people in a referendum in March. 

The Department cf Public Health, with the approval of the medical and dental 
societies, secured the appointment of a highly representative Committee for 
Fluoridation with a Speaker’s Bureau (on which 37 dentists served). At the 
beginning of the campaign, however, persons vocal in opposing fluoridation formed 
the Washington State Council Against Fluoridation which was backed by the 
National Nutrition League, Inc. Most of these were owners, operators, and 
patrons of so-called “health food” stores. Later, about the first of February, 
Christian Scientists, deploring “compulsory medication,” took the lead in forming 
the Anti-Fluoridation Committee. An attorney served as chairman, a trained 
publicity man worked with him, and a Speaker’s Bureau was formed. Billboards 
opposing fluoridation appeared during the last week or so of the campaign. 

Following the formation of the Anti-Fluoridation Committee in February, 
opposition speakers appeared on a wide variety of programs. Added to the ranks 
of the opposition were three physicians from the Medical Society, and several 
well known attorneys who appeared at meetings, on the radio, and on television 
to debate the issue on the basis of invasion of individual rights, and alleged pressure 
for the program from Oscar Ewing and the U. S. Public Health Service. Their 
suggested alternative was to add fluorides to salt. 

Although a great deal of nonsense has been talked about the subject, perhaps 
the climax of absurdity was reached in this debate by the claim that the addition of 
fluoride was “Socialized Medicine.” 

Radio and television stations became active instruments for local propaganda. 
The Committee for Fluoridation issued 10,000 copies of a pamphlet and the 
opposition distributed great quantities of literature. The first of these pamphlets 
carried a skull and crossbones on the front. Reprints were distributed including 
accusations of “Socialized Medicine” and recommendations for a “campaign for 
better systemic health through natural nutritious foods.” Fluorine was described 
as “rat poison” which would cause hardening of the arteries, would interfere with 
kidney excretion, cause bones to become brittle, and might cause cancer. It was 
alleged that fluorine was used in Germany after World War I to “weaken the wills 


of the people.” 
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The battle continued for nine weeks; and on March 11 the fluoridation proposal 
was defeated by a vote of two to one. 

The reader will be inclined to say that such a campaign could not take place— 
and certainly could not succeed—in an educated American community. But it did 
and the teeth of Seattle children must continue to ache. 

In reading about this case, one is forcibly reminded of the outcry which 
occurred in Boston in 1721 against smallpox inoculation. Cotton Mather, the 
learned divine who played a courageous part in defending the practice, says he 
“never saw the Devil so let loose. . . . A lying spirit was gone forth at such a rate 
that there was no believing anything one heard. . . . The people who made the 
loudest cry . . . had a very Satanic Fury activating them. They were, like the 
possessed people in the Gospel, exceeding fierce.” 

Perhaps even more menacing, in view of its national import, is the recent display 
of the same prejudiced thinking in the setting of that recurrent phenomenon, a 
Congressional investigating committee. The House Select Committee To Investi- 
gate the Use of Chemicals in Foods and Cosmetics, more easily known as the 
Delaney Committee, has just published over 600 pages of its hearings on fluorida- 
tion of water supplies. The saddest part of the hearings reports the mental 
gymnastics of a physician member of the Committee, formerly a public health 
official, who proclaimed for the record that public health officials force state health 
officials to carry out programs presumably against their will by means of bribery; 
and, finally, that “you can prove most anything you want to by the statistical 
figures on morbidity and mortality.” This gentleman may—or may not—have 
revealed his own personal motivations in these statements. He certainly did not 
represent the public health profession, with which he was for a short time allied. 

The opposition to fluoridation is not easy to understand. Perhaps only the 
psychiatrist can find.an adequate explanation for the phenomenon, since an exag- 
gerated fear of change is a common symptom of insecurity. The primary interests 
involved are those of the dentist; and with a vision and a public spirit worthy of 
the highest praise, they are precisely the people who have led in this campaign. All 
honor to them! 

The Friends of Dental Caries won in Seattle and showed strength in the House 
Committee to which we have referred. They won the battle of Seattle; but they 
cannot*win the war. “Truth is Mighty” and, in the long run, it will prevaii. 


1. Lehman, S. P., and Kahn, B. L. Seattle Votes on Fluoridation. Seattle, Wash.: Seattle-King County Depart- 
ment of Public Health, 1500 Public Safety Building. y 


OPERATIONS RESEARCH AND PUBLIC HEALTH 


pes problem of translating theory into practice is usually beset with difficulty, 
even in the more exact natural sciences. In the past, this problem has suffered 
from neglect, perhaps because it was assumed that practical men could apply in 
practice any clearly stated theory, and needed no special agency to facilitate and 
accelerate this process. During World War II, however, a rapid reciprocal adjust- 
ment between theory and practice became necessary in the conduct of certain 


| 
i 


Vol. 42 EDITORIALS 1307 . 


military operations, and it was recognized that this goal could be achieved most 
effectively by organizing scientific teams to attack the problem directly. The result 
was the development of a branch of applied science which has come to be known 
as operations research. The significance of this development has been underscored 
recently by the publication of the first general presentation of Methods of Opera- 
tions Research by Philip M. Morse and George E. Kimball." 

Waddington,’ Kittel,* Morse and Kimball, and others have defined operations 
research as the application of scientific method to the problems that face an execu- 
tive authority. Its object is to find means of improving future operations by 
analyzing past activities, and in so doing to provide a firm quantitative base for 
administrative decisions. The original idea of teams of scientists working at the 
operational level in military commands goes back to P. M. S. Blackett, professor of 
physics at the University of Manchester. The concept of operations research was 
introduced into the United States by Americans stationed in Great Britain; and 
by the end of World War II, the American Armed Forces had such teams working 
at the highest operational level. 

Following the termination of hostilities, it was quickly realized that operations 
research methods and technics could have wide application to conditions and needs 
of peace in government, industry, and in the community in general.‘ Since the war 
there has been growing interest in the application of the technics of operations 
research in industry and other nonmilitary operations. This is shown by the 
formation of a committee on operations research of the National Research Council, 
and by the organization of classes in operations research in several American 
universities. 

Clearly, here are exciting possibilities of interweaving theoretical insight with 
practical experience which no health worker can afford to overlook. While the 
application of operations research to problems of public health is still a matter for 
the future, there are already indications of areas where such methods might be 
employed. In 1946, Kurt Lewin called attention to the urgent need for action- 
oriented research in the area of interpersonal and intergroup relations.5 Research 
in this area would certainly bear directly upon public health administration and 
health education. Another pointer is Ellson’s endeavor to apply operational analysis 
to human behavior, an area of research which involves immediately the problem of 
accident prevention. Other areas of application such as that of housing also 
suggest themselves. 

How valuable operations research will eventually be to public health remains 
to be seen. The surface of the problems presented by such interaction of research 
and policy decisions has barely been touched. All that can be done here is to draw 
attention to this important branch of scientific activity and to indicate its possible 
potential for public health. 


1. Morse. Philip M.. and Kimball. Georme E. Methods of Operations Research. New York: Wiley, 1951. 

2. Waddington, C. H. Operational Research. Nature 161:404, 1948. 

3. Kittel, Charles. The Nature and Develop of Operati Research. Science 105:150, 1947. 

4. Operational Research in War and Peace. Advancement of Science 4:320-331, 1948. 

5. Lewin, Kurt. Resolving Social Conflicts. New York: Harper, 1948. pp. 201-216. 

6. Elson, Dr. G. The Application of Operational Analysis to Human Motor Behavior. Prychol. Rev. 56:9-17, 
1949. 
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CARS FOR NURSES 


heron was a quality of high romance about the Frontier Nurses finding their 
way on horseback over the trails of the Kentucky mountains. There is some- 
thing very moving about the nurse finding her way on foot through the crowded 
streets of a tenement district. But the nurse in an automobile, though less romantic, 
is—in many areas—more practically effective than either. 

Serious difficulties which have arisen in the provision of transportation for public 
health nurses were discussed at the 1950 Biennial Nursing Convention and a special 
Committee on Cars was appointed by the NOPHN to study the subject. Its 
report which appeared in Public Health Nursing for February, 1952, offers valuable 
suggestions with regard to this matter. 

This committee recommends that “transportation by cars should be made iis. 
sible for field nurses and students having field experience in all areas where public 
transportation is inadequate or lacking.” This means that the agency should either 
own the car or reimburse the nurse or student fully for making her car available 
for agency business. This recommendation is based on the principle that the 
agency, not the employee, is responsible for paying the costs of travel necessary 
to do the work for which the agency exists. 

There are two ways in which the desired goals may be attained—by requiring 
each nurse to provide her own car (with full compensation for the cost of official 
business); or by the provision of agency-owned cars. 

Where the nurse owns the car, the agency should provide: (1) Full reimburse- 
ment of those costs which increase with the number of miles traveled; that is, cost 
of gasoline, oil, tires, minor repairs, maintenance. The American Automobile 
Association reported in its bulletin dated January 31, 1951, that three and one-half 
cents is a fair, rough national average for these costs. (2) A flat sum to cover 
fixed costs for the period the car is used on agency business, which are about the 
same regardless of distance traveled. The AAA suggests $1.50 a day for each day 
driven on company business; if the agency provides insurance, these fixed costs to 
the nurse should be reduced correspondingly. (3) Bridge and ferry tolls and park- 
ing meter charges. 

Furthermore, the agency should assume a fair proportion of the capital 
investment involved. This may be done, for instance, by some such procedure as 
the following: (1) A revolving fund in the agency from which the nurse may borrow 
the full purchase price of the car and to which she repays part. (2) A plan 
similar to that of the Metropolitan Life Insurance Company under which one half 
of the original purchase price is paid in a lump sum, since about one-half of the 
use of the car is on company business. A replacement allowance which equals most 
of the replacement expense is also made. If payment for part of purchase and 
replacement price is impossible, the agency should at least provide a loan fund for 
purchase or replacement of cars, or should lend the new field nurse an agency- 
owned car for a stated period of time which would enable her to save money to 
buy one. 

Where the agency owns the car, the agency should: (1) Assume full responsi- 
bility for all operating costs, necessary repair service to keep car in first-class 
operating condition at all times, garage space, and automobile liability insurance to 
protect both the agency and the employee against suits for property damage and 
bodily injury, and fire and theft, and preferably deductible collision insurance to 
protect the agency’s equity in the car. (2) Fortify its own protection against 
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employee accidents either through a testing and training program of its own for 
automobile drivers or through a program arranged in codperation with the auto- 
mobile association or sales agency, highway patrolmen, police officers, etc. Students 
should be included in the testing and training program. (3) Provide for employee’s 
personal use of agency car in off-duty hours—including insurance coverage—when 
circumstances or conditions make this necessary or desirable, such as emergency 
or extreme isolation and lack of other transportation. (See Publication 587, 
NOPHN.) 

All this costs money; but if the program be wisely planned and duly safe- 
guarded, it saves more money than it costs. Particularly at the moment, when 
the shortage of nursing personnel is so acute, the provision of adequate transporta- 
tion facilities may make the difference, for many families, of nursing service or no 
nursing service at all. 

The general problem of transportation of field workers in public health agencies 
is under consideration by our Committee on Administrative Practice. Adequate 
transportation arrangements have an obvious bearing on staff recruitment. We 
suggest to health officers and to all concerned with the financial administration of 
health departments, a careful study of these reports. Their findings will apply to 
many types of public health personnel other than nurses. 
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Tax-Supported Medical Care for the Needy 


A Statement of the Joint Committee on Medical Care of the 
American Public Health Association and the American 
Public Welfare Association ' 


This report has been approved by the Committee on Administrative Practice of 
the American Public Health Association upon recommendation by the Subcommittee 
on Medical Care. It has been approved by the Board of Directors of the American 
Public Welfare Association upon recommendation by the Committee on Medical 


Care. 


INTRODUCTION 

~— responsibility of government to 

assure the availability of medical 
care to those unable to purchase or 
otherwise obtain it for themselves is now 
widely accepted in principle. Increas- 
ingly this responsibility has been trans- 
lated into programs of general medical 
care* for needy individuals and families. 
Despite limited funds and personnel as 
well as uncertainty as to the most effec- 
tive methods, progress has been made 
and valuable experience gained. This 
trend results from the advances of med- 
ical science and practice which have 
made it unnecessary for society to 
tolerate a substantial part of the human 
and economic losses due to illness. At 
the same time medical practice has be- 
come more complex and expensive be- 


1In 1939 the American Public Weliare Association 
published and distributed widely a statement on 
Organization and Administration of Tax-Supported 
Medical Care. Many significant developments since 
that time have made a revision and expansion of that 
statement desirable. At the same time the growing 
interest and experience of public health departments 
in medical care, together with the closer coéperative 
relationship between public health and public welfare, 
led the Joint APHA-APWA Committee to undertake 
this revision in behalf of both organizations. 

The term “medical care’ as used in this statement 
refers not only to physicians’ care but to all types of 
services furnished to individuals which may be required 
for prevention, diagnosis, treatment, and rehabilitation, 
such as hospital care, nursing services, dental care, 
laboratory services, and so forth. 


cause of these advances, thereby making 
it difficult for many individuals to 
finance the increasing cost of medical 
care, 

Parallel to this development of pub- 
licly supported medical care for indi- 
viduals on the basis of financial need, 
frequently administered as a part of the 
public welfare program, has come an 
unprecedented development of public 
health programs to safeguard commu- 
nity health, to prevent and control 
specific diseases, and to provide personal 
health services for specific groups for 
whom the community has accepted par- 
ticular responsibility. Thus the area of 
governmental responsibility for the 
health of its citizens has broadened in 
two general directions complementary to 
each other. 

The development of general medical 
care programs for needy individuals has 
been advanced by the passage of the 
Social Security Act Amendments of 
1950% which among other provisions 
authorize, for the first time, the use of 
federal aid to the states for the direct 
purchase of medical care for assistance 
recipients. Hitherto, under the public 
assistance provisions of the Social 
Security Act, the federal government 
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assisted the states with funds for cash 
payments to needy persons age 65 and 
over,* the needy blind,’ and dependent 
children.© The new amendments expand 
the area of federal aid to states by add- 
ing a fourth group of needy persons for 
whom federal financial aid is available, 
the permanently and totally disabled.” 
The amendments also permit for the first 
time use of federal funds for recipients 
of federal-state assistance who are pa- 
tients in public as well as in private 
medical institutions other than those for 
mental diseases and tuberculosis. Even 
though the federal share of funds author- 
ized under the 1950 amendments re- 
mains limited,* many states are revising 
their present medical care programs, 
exploring the possibilities of expanding 
their programs under the new law, and 
considering how state and federal re- 
sources may best be used to meet the 
medical requirements of needy people. 

This new legislation focuses attention 
on many long-standing questions of 
policy and professional relationships in- 
cluding codperation between public 
health and public welfare departments in 
the administration of general medical 
care. This joint statement has been 
issued by the American Public Health 
Association and the American Public 
Welfare Association to advance under- 
standing of common public health and 
public welfare interests, to encourage 
the development of effective patierns of 
coéperative relationship, and to set 
forth general principles applicable in 
the administration of medical care pro- 
grams for the needy. 


* Title 1, Old-Age Assistance. 

5 Title X, Aid to the Blind. 

* Title IV, Aid to Dependent Children. 

7 Title XIV, Aid to the Permanently and Totally 
Disabled. 

® The federal government will pay its share of the 
total of the cash assistance and medical expenditure 
for a recipient up to the following ceilings: $55 a 
month for the aged, blind, and disabled; in aid to 
dependent children cases, $30 for the first child in a 
family, $21 a month ‘or each additional child in the 
family, and $30 for the relative with whom the 
children are living 


THE PERSONS TO BE SERVED 

Individuals may require public aid 
in obtaining needed medical services 
when they have exhausted their personal 
resources and hence require public 
assistance to meet all their basic needs 
including medical care.” In addition, 
individuals who are normally self-sup- 
porting may find expensive medical care 
requirements too great a burden for a 
small budget. Persons seeking public 
aid under these latter conditions are 
often designated as “medically needy” *” 
or “medically indigent.” 

There is no sharp line of demarcation, 
however, between public assistance re- 
cipients and the “medically needy.” 
Actually the difference is one of cir- 
cumstances rather than of individuals 
and many persons on assistance rolls 
are receiving assistance only for medical 
care. Furthermore, a low-income 
family may be “medically needy” in the 
early stages of a chronic disease affecting 
the breadwinner, yet in a few months the 
family may become wholly dependent 
on public assistance because the disease 
has progressed to disability, earning 
power has been cut off, and savings have 
been exhausted. Such a family may 
again become “medically needy” if the 
disease responds to treatment and the 
breadwinner is able to resume an occu- 
pation but still does not earn enough 
to pay for medical care. 


* Often the need for public assistance itself arises 
from illness. Data collected by the Bureau of Public 
Assistance, Social Security Administration, indicate that 
about one-fourth of all aid to dependent children 
cases openedyfor assistance in 1948-1951 were in need 
because of the illness or disablement of the father, 
and that about one-fourth of all cases on the rolls in 
1948 were in need because of the premature death of 
the father. From one-fifth to one-third of the cases 
opened for general assistance in 1949-1951 -— the 
proportion varying with the extent of unemployment 
— were needy because of the illness or disablement of 
the family earner, while a major but unknown propor- 
tion of recipients of old age assistance are incapable of 
productive employment because of chronic finess or 
impairment. All recipients of aid to the blind are by 
definition dependent because of their disability 

© The term “needy” as used in this statement in- 
ludes the medically needy as well as those requiring 
public assistance to meet more than medical needs. 
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Similarly, changes in general economic 
conditions such as the level of employ- 
ment, the cost of living, or the nature of 
local industrial production may cause 
families to shift between complete or 
partial dependency on public assistance, 
self-sufficiency for all but medical needs, 
and complete self-support. Thus a 
family which requires assistance in time 
of unemployment might, on reémploy- 
ment of the family breadwinner, become 
entirely self-supporting. The same 
family, however, might later find it 
necessary to seek public aid for certain 
medical needs under conditions of fixed 
income and rising costs. 

It is important to recognize that med- 
ical need involves a relationship of per- 
sonal resources to the cost of a particu- 
lar illness and may therefore occur in 
almost any family if the illness is 
sufficiently costly. Very few families, 
for example, can afford to pay the costs 
of long-term hospital care for chronic 
disease. 

In actual practice, eligibility for serv- 
ice in medical care programs for the 
needy varies greatly in different com- 
munities, depending on the following 


factors: 


1. The terms of the legislation under which 
the program operates—Many state laws specify 
in detail the factors which determine eligi- 
bility, such as the amount of property a 
person may own, the extent to which his near 
relatives must help him, and the degree to 
which his resources must be depleted before 
he is eligible for public aid. Moreover, finan- 
cial aid under many state laws is limited to 
particular groups like the aged, blind, perma- 
nently disabled, or dependent children. Most 
states also apply a residence requirement. 

2. The availability and adequacy of the 
funds provided by federal, state, and local 
sources to finance the service—No administra- 
tive device can compensate for funds inade- 
quate to meet the total need. Inadequate 
funds mean that eligibility requirements must 
be more stringent to reduce the number of 
persons served, or services must be curtailed, 
or the persons and institutions furnishing 
service must accept payment at less than 
cost or customary rates. 

3. The attitude of the communit y—The level 
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of eligibility, that is, the point at which tax 
funds may be used to aid an individual or 
family, cannot be higher in the long rum than 


tices are usually determined primarily by the 
three preceding factors. Precedents in policy 
or practice as well as philosophy and com- 
petence of staff are also involved. 

5. The availability of medical facilities— 
The availability of facilities inevitably, if 
indirectly, influences decisions on eligibility. 
Where facilities and services are inadequate, 
the administrative agency must perforce limit 
eligibility for such services. 


Thus a realistic approach te tax-sup- 
ported medical care programs involves a 
recognition of limiting factors in the de- 
termination of eligibility. However, the 
recognition that such limitations exist 
should not obscure the crucial fact that 
such programs are not adequate as long 
as any person requiring available med- 
ical care is deprived of its benefit be- 
cause of inability to pay for it. 


CONCEPTS OF GOOD MEDICAL CARE 

Public aid is increasingly recognized 
as a means of maintaining standards that 
conserve health and enable individuals 
to continue normal family life and com- 
munity relationships. Effective action 
to conserve the health of needy persons 
requires attention to all conditions 
affecting the health of the individual, 
including such nonmedical factors as 
adequate housing, nutrition, education, 
and recreation as well as medical care 
and other health services. 

Medical care is essential for individual 
well-being. Its objectives include the 
promotion of health, the prevention of 
disease and disability, the cure or miti- 
gation of disease, and the rehabilitation 
of the patient. Medical care for needy 
as well as other persons must be geared 
not only to treatment of disease but 
also to preventing its occurrence or 
progress. For those needy persons who 


7 medical care programs the attitude of those 
providing the service also influences com- 
munity opinion. : 
4. The administrative practices of the . 
agency determining eligibility—These prac- 
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are already disabled, all possible use 
should be made of rehabilitation services 
so that individuals may be restored to 
productive living, may cease to require 
the continued services of other members 
of the family, and may be enabled to live 
as useful and happy lives as possible 
within the limitations of their disabili- 
ties. 

Communities have strong financial in- 
centives to develop effective medical 
care programs for the needy. Good 
medical care can prevent much disability 
and its resultant dependency. Well de- 
veloped rehabilitation services can re- 
store many disabled persons to social 
effectiveness. For relatively small fi- 
nancial outlays, communities can sub- 
stantially reduce the heavy burden that 
results from long-time support of the 
many individuals made dependent by 
disease. 

“Good” medical care should meet both 
quantitative and qualitative standards. 
Quantitative adequacy involves compre- 
hensiveness and balance; this implies the 
provision of all necessary services in 
sufficient amounts, for the required 
period, and with effective timing. 
Essentials for such quantitative ade- 
quacy include: 

1. Participation of medical, dental, nursing, 
laboratory, social service, and other supporting 
personnel sufficient to provide the full range of 
modern scientific care. 

2. Provision of care in home, office, clinic, 
health center, general hospital, or specialized 
institution, according to the best interest of 
the patient. 

3. Availability of essential drugs, appliances, 
and other aids. 

4. Application of all relevant services to 
illness, injury and defect, as well as preventive 
care for the apparently healthy. 


Qualitative adequacy refers to the 
actual content of the services furnished, 
that is, the degree to which they reflect 
the highest standards of medical knowl- 
edge and practice. The components of 
qualitative adequacy may be summarized 
as follows: 
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1. Able, well-trained, and efficiently func- 


personnel. 

2. Facilities and equipment which meet high 
technical standards. 

3. Services which encompass the best 
knowledge of modern science, which emphasize 
personal attention and coérdination of medical 
and social treatment, and which are effectively 
organized for continuity and consistency of 
care. 


It is evident that quantitative and 
qualitative adequacy are interrelated 
and are, in addition, dependent on the 
following basic factors: 

1. Adequate financial arrangements, making 
possible the timely provision of all indicated 
services without economic or administrative 
deterrents for patients or practitioners. 

2. Sound administrative organization and 
operation, designed to promote efficiency and 
economy of service. 

3. Education of the persons receiving care 
as to the wisest and most efficient utilization 
of all available services. 


In the provision of medical care to 
needy persons, agencies should protect 
the rights and dignity of the patient at 
all times. Through educational ma- 
terial eligible persons should be informed 
of the specific medical services to which 
they are entitled, when and where they 
are available, and how to go about 
obtaining them. Patients should receive 
personal attention; care should be 
reasonably accessible and prompt, and 
should be provided under acceptable 
conditions. The confidential nature of 
information regarding patients’ illnesses 
should be safeguarded. Adequate 
machinery should be established for re- 
ceiving and hearing complaints lodged 
either by the recipients or the providers 
of service. There should be no discrim- 
ination in the provision of services on 
the basis of color, national origin, politi- 
cal belief, or religion. 

It is recognized that the scope, 
quantity, and quality of medical serv- 
ices for the needy are frequently inade- 
quate at the present time. Financial and 
statutory limitations often make it diffi- 
cult to provide essential elements of 
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qualitative adequacy in such programs. 
In addition shortages of personnel and 
facilities, especially for rural populations 
and minority groups, and the nation- 
wide dearth of facilities for long-term 
illness and rehabilitation represent very 
serious restrictions on the resources 
available to such programs. It is im- 
portant, however, to provide the maxi- 
mum that is feasible through the use of 
existing resources and to extend and 
improve services as rapidly as financial 
and medical resources become available. 

The problems involved in providing 
medical care for the needy, therefore, 
cannot be solved in isolation from the 
general problems of medical care for the 
population as a whole. There is a 
recognized need for blanketing the en- 
tire nation with public health units, 
adequately staffed and financed to pro- 
vide the full range of public health 
services; '' for expanding the hospital 
construction program, particularly in 
terms of regionally codrdinated net- 
works of facilities; and for increasing 
the supply of well-trained physicians, 
dentists, nurses, and other necessary 
personnel. 


COMMON INTERESTS OF HEALTH AND 
WELFARE DEPARTMENTS 

The administration of programs of 
medical care, in which such care is 
furnished by the government on the 
basis of individual or family financial 
need, cuts across the normal division of 
responsibilities between public health 
and public welfare. The field of public 
welfare includes those governmental 
programs designed to meet the basic 
needs of families or individuals whose 
personal or family resources are insuffi- 
cient or exhausted, and for whom other 
community resources are not available. 


1 See Inter-Association Committee on Health ‘‘State- 
ment on Local Health Units.” (/.4.M.A. 146:836 


(June 30), 1951), and “The Local Health Department- 
Services and Responsibiiities.”’ 
(Mar.), 1951) 


41:302 
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Medical care is obviously one of the 
basic requirements of a needy family 
and, hence, a welfare concern. Public 
health is concerned with the discharge 
of governmental responsibility for the 
protection and improvement of com- 
munity health, and it is increasingly 
clear that no sharp distinction can be 
made between “community” and “indi- 
vidual” health. Public health, primarily 
concerned with prevention, has found 
the problems of prevention and treat- 
ment increasingly interrelated, and has 
therefore become concerned with the 
availability of medical care. 

By the nature of their responsibilities, 
therefore, both public welfare and pub- 
lic health agencies have a deep concern 
with any tax-supported program fur- 
nishing medical care to persons on the 
basis of financial need. This common 
interest makes it especially important 
that public heaith and public welfare 
departments at every level of govern- 
ment develop a clear understanding not 
only of their responsibilities and rela- 
tionships under present law but also of 
the historical development of their re- 
spective interests in the field. An 
understanding of the evolutionary 
process in public health and public wel- 
fare is, in fact, essential to an under- 
standing of the relationship between 
them as it affects medical care for the 
needy. 


Historical Background 

Public welfare and public health move 
toward common ground from widely 
divergent historical backgrounds. Pub- 
lic welfare is rooted in the English Poor 
Laws which early in the seventeenth 
century established governmental re- 
sponsibility for aiding individuals in 
distress, albeit in what we now regard 
as a niggardly, demeaning, and fre- 
quently punitive way. Public health 
has its historical roots in the long recog- 
nized necessity of invoking governmen- 
tal authority to protect the community 
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against the spread of communicable 
disease. From these limited beginnings, 
the increasing interdependence of indi- 
viduals living in a highly industrialized 
and urbanized society has brought major 
advances in both areas of governmental 
responsibility for individual well-being. 

Public welfare has moved in the direc- 
tion of a broader concept of the condi- 
tions under which persons are entitled to 
receive public aid. The growth of demo- 
cratic concepts brought a greater respect 
for individual rights and dignity, while 
the scientific approach to social prob- 
lems and human adjustment stimulated 
a professional approach to social work. 
These developments have in turn led to 
a higher standard of public aid itself, 
a broader concept of the basic essentials 
of life to which individuals are entitled 
by reason of their own productive effort 
or, when that fails, through community 
guarantees. A third major trend has 
involved increasing emphasis on the use 
of governmental mechanisms, including 
contributory insurance and direct public 
services, to prevent want or social de- 
pendency before it occurs. 

This developing concept has involved 
a dual approach by public welfare to 
medical care. Medical care is recognized 
as an essential component of even a 
minimal standard of living and hence 
an indispensable part of the basic neces- 
sities furnished assistance recipients. 
Moreover, to the extent that ill health, 
whether temporary or chronic, is a 
major cause of dependency today, the 
provision of medical care constitutes a 
sound investment of public funds in the 
prevention of dependency. For both 
of these reasons public welfare has be- 
come increasingly concerned with medi- 
cal care. 

Public health has also been under- 
going a definite evolutionary trend 
toward a broadened concept of govern- 
mental responsibility. Whereas its ear- 
lier functions were primarily concerned 
with measures related to community 
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sanitation and regulatory control of in- 
fectious diseases, public health activities 
have increasingly entered the area of 
services directly concerned with the per- 
sonal health of individuals. With ad- 
vances in medical science, the arbitrary 
line between prevention and treatment 
has narrowed and the distinction be- 
tween community and individual health 
has become less sharply defined. Society 
has increasingly placed on public health 
an obligation to assure the availability 
of essential health services. This trend 
has been translated into broadened pro- 
grams of prevention, diagnosis, and 
treatment for the principal communica- 
ble diseases; programs for the protection 
of the health of mothers and infants; 
school health programs; health educa- 
tion; and programs for the prevention, 
detection, and correction of dental, 
visual, hearing, and other defects. 

Health departments also provide an 
increasing range of services designed to 
help control such chronic diseases as 
cancer, heart disease, diabetes, arthritis 
and rheumatism, and to rehabilitate 
children crippled by orthopedic, cardiac, 
orthodontic, and other conditions. Pro- 
grams have been developed in the fields 
of mental hygiene; hospital planning, 
construction and licensure; hygiene of 
the aging; as well as, in some states, 
general medical care for needy indi- 
viduals. In administering these various 
programs, health departments have 
established standards for the participa- 
tion of medical care personnel and facil- 
ities which can be useful guides to public 
welfare ‘agencies providing medical 
services. 

Thus, at the same time that public 
welfare was necessarily becoming more 
and more concerned with medical care 
for needy persons, public health was 
moving inevitably from environmental 
health and communicable disease pro- 
grams toward concern with the medical 
needs of individuals. These converging 
interests, implemented with new legisla- 
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tion and broadening public support, can 
be a source of strength if they result in 
an effective pooling of experience, skill 
and planning as well as codperative pro- 
gram operations. 


Patterns of Codperation 

At this time no single pattern of re- 
sponsibility for the provision of medical 
care to needy persons is either possible 
or desirable. Federal grants-in-aid as 
well as other factors have stimulated 
a vigorous and widespread development 
of state and local health and welfare 
programs. At the same time one of the 
sources of strength of the American 
federal-state system lies in the fact that 
states and localities may adapt such 
programs to the particular needs of their 
own situations and that progress may 
be advanced through diversity and 
experimentation. 

Coéperation between public health 
and public welfare departments will 
necessarily take various forms, depend- 
ing upon the basic pattern of adminis- 
tration and the degree of development 
of medical services for the needy in a 
particular state or locality. These in 
turn depend on legislative enactments; 
the availability of tax funds; the divi- 
sion of responsibility among state, 
county and municipality; the character- 
istics of administrative organization; 
the availability of professional person- 
nel; the stage of evolutionary develop- 
ment of each department; and com- 
munity attitudes. The basic pattern 
may be one of the following: 


The responsibility for providing general 
medical care for the needy may rest with the 
welfare department, in which case health 
department services constitute a “resource” to 
the needy. That resource is taken into account 
by the welfare department in determining its 
remaining responsibility in providing services 
for needy individuals requiring medical care. 
This is the prevalent pattern in most states at 
the present time. 

The responsibility for providing general 
medical care for the needy may be vested in 
the health department, as in the states of 
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Maryland and Washington and in some local- 
ities22 In this case the welfare department 
refers recipients of public assistance to the 
health department for their needed medical 
services. 

Appropriate agreements, including financial 
arrangements, may also be developed whereby 
the health department administers—on behalf 
of the welfare department—the medical care 
program for needy persons. Such arrange- 
ments between welfare and health departments 
received strong endorsement from professional 
health organizations in a resolution adopted 
on January 7, 1950, by the six national asso- 
ciations represented in the Inter-Association 
Committee on Health.** This resolution stated 
in part: “Any provision to finance medical 
care for assistance recipients should permit 
the administration of the medical aspects of 
such care by public health departments and 
. . . Such arrangements should have the sup- 
port of the six organizations.” 


Whatever the pattern of administra- 
tive responsibility, codperation between 
health and welfare departments is essen- 
tial to effective use of public resources. 
Joint planning is a means of avoiding 
duplication and waste, filling gaps in 
service, and laying a sound foundation 
for the future development of programs. 

Various patterns of coéperation may 
be utilized. Thus, an interdepartmental 
committee may be established which 
also includes other departments with 
major responsibility for medical services 
such as rehabilitation and hospital ad- 
ministration. Such a committee is most 
effective if it has professional staff serv- 
ice available. 

Agreements might be reached so that 
personnel with special competence could 
be detailed either on a full- or part-time 
basis from one department to the other 
as, for example, social workers from the 
welfare to the health department, or 
medical administrators from the health 
to the welfare department. 


™%Grneral Medical Care Programs in Local Health 
Depariments. Milton Terris and Nathan A. Kramer. 
New York: American Public Health Association, 1951. 
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Likewise consultation should be de- 
veloped between the departments on 
questions in which each has special com- 
petence. Thus, welfare departments 
might seek health department advice in 
negotiating methods and rates of pay- 
ment for physicians’ services or hospital 
care. Similarly health departments 
might benefit by welfare department 
experience with eligibility determination. 
Welfare departments might request con- 
sultation on the medical aspects of indi- 
vidual cases, and health departments 
might seek assistance on the social 
aspects of patient care. 

Another area of codperation involves 
referral of individuals between the two 
departments to assure the fullest utiliza- 
tion of available services by those who 
need them. Health officers should refer 
to the welfare department persons need- 
ing financial assistance, child welfare, 
and other social services which are nor- 
mally provided by welfare agencies. 
Likewise, welfare departments should 
refer assistance recipients and others to 
the heaith department for preventive 
services such as health education, public 
health nursing, mass screening surveys 
for early detection of disease, and vari- 
ous types of clinic services. These may 
include immunization, tuberculosis, ve- 
nereal disease, prenatal, well child, den- 
tal, orthopedic, cardiac, cancer, mental 
hygiene, speech, hearing, or other clinics. 
Health departments may also serve as 
a useful source of information regarding 
other community health resources. 


PROBLEMS AND METHODS OF 
ADMINISTRATION 

Under traditional American govern- 
mental patterns the primary responsi- 
bility for medical care furnished on the 
basis of individual, financial need rests 
with the states and their political sub- 
divisions. The basic enabling legislation 
in this field is therefore state legislation, 
although most states are encouraged by 
the availability of federal funds under 
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the Social Security Act to develop their 
state programs in such terms as to 
qualify for federal aid. No other fed- 
eral aid is now specifically available for 
general medical care although various 
proposals have been made.'* 

State leadership to stimulate and set 
standards for local programs is im- 
portant, and in assistance programs a 
state-wide plan is essential to receipt of 
federal funds even though methods may 
vary from locality to locality. Minimum 
state-wide standards in medical care 
programs under either public health or 
public welfare auspices are desirable 
and should be such as to encourage local 
initiative to improve services. In the 
final analysis local health and welfare 
departments, acting in terms of the 
needs and resources of their own com- 
munities, are the key agencies in achiev- 
ing public support and understanding 
for their programs. 

The federal agencies, both the Social 
Security Administration and the Public 
Health Service, can render valuable aid 
to the states through the conditions and 
standards they are required or author- 
ized to establish for granting federal aid. 
These federal agencies can also act as a 
clearing house of information on state 
programs and assist the states by ana- 
lyzing trends, evaluating programs, and 
providing expert advice and consulta- 
tion. 

Adequate Financing 

In a program of medical services for 
the needy the fundamental importance 
of adequate financial support cannot be 
overemphasized. The ultimate financial 
savings to communities resulting from 
preventive care, early diagnosis, prompt 
treatment, and effective rehabilitation 


“The Public Health Service Act and the Social 
Security Act authorize grants to states for general 


_ public bealth purposes, for a number of programs for 
* the control of specific diseases and 


conditions, and for 
improving health services to mothers and children. 
Services under these programs, to the extent they are 
actually available, constitute resources for needy as 
well as other persons. These funds, however, have not 
been used for programs of general medical care as such. 
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should be far in excess of the cost of 
such service. These savings can be 
measured in terms of increased produc- 
tivity and reduced public outlays for 
care of persons with chronic illness, dis- 
ability, and dependency resulting from 
disease. 

Many states and localities have in the 
past financed the total cost of medical 
care for their own needy citizens and 
it is to be hoped that the availability of 
even limited federal help will encourage 
them to provide funds that may be 
needed over and above the amounts for 
which federal aid is available. The fed- 
eral ceilings are too low to support a 
completely adequate program of medical 
care and no federal funds are available 
for those needy individuals who fall out- 
side the four assistance categories of the 
Social Security Act. Accordingly no 
comprehensive program of medical care 
for the needy is possible without sub- 
stantial state and local financing. 


How Assistance Moneys Can Be Used 

Experimentation with different meth- 
ods of furnishing general medical care 
for needy persons is highly desirable 
at this time in order to develop a body 
of experience, both for the administering 
agency and for the professional practi- 
tioners and agencies furnishing the 
service. Under the authority of the 
Social Security Act Amendments of 
1950, the Social Security Administration 
reeognizes that federally aided assistance 
moneys may be used in three ways to 
finance the cost of medical services, 
and that these methods make possible 
several types of arrangements for pro- 
viding the service. State and local funds 
not subject to federal matching may, of 
course, be used through these or other 
methods but without the limitations of 
the federal act. 

Assistance moneys may be used with 
federal participation to finance the cost 
of medical services in the following 


ways: 
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1. Through money payments to assistance 
recipients to enable them to meet the costs 
of medical care. The limited ceilings on the 
amount which may be matched with federal 
funds in behalf of any individual in any one 
month make this difficult without state sup- 
plementation. Nevertheless it is possible to 
pay small bills in this way or to make install- 
ment payments on larger bills over a number 
of months. 

2. Through payments to providers of med- 
ical services or to prepayment plans in behalf 
of recipients of assistance. The effect of 
limited ceilings also applies to this method, 
since federal matching is available only on the 
portion of the “payments-to-vendors” which 
together with the cash assistance payment to 
the recipient does not exceed the federal max- 
imum on monthly payments. Here again, 
however, installment payments are permissible. 

3. Through payments into a “pooled fund.” 
This is a way of averaging medical costs and 
in effect is a prepayment arrangement under 
the auspices of the assistance agency. The 
agency may maintain an account into which a 
specified monthly amount is paid on behalf of 
each public assistance recipient and out of 
which payments for services rendered to any 
recipient requiring medical care may be paid 
to the providers of service. By this device 
large bil!s for medical care can be paid with- 
out loss of federal support, for the federal 
matching is with respect to payments into 
and not out of the pooled fund. A number of 
welfare departments are now considering the 
use of this method because of its fiscal and 
administrative flexibility. 

A pooled fund may be used to finance any 
of the four arrangements for providing service 
described below. The pooled fund method 
may also be applied to a coéperative arrange- 
ment in which the welfare department desig- 
nates the health department as its agent in 
so far as the actual provision or arrangement 
for the provision of medical care to assistance 
recipients is concerned. The health depart- 
ment would then make the necessary arrange- 
ments with professional practitioners and in- 
stitutions. 


Arrangements with Providers of Service 
The methods described above for 
financing the costs of medical care make 
it possible for the administering agency 
to choose among several types of ar- 
rangements with practitioners, groups, 
or institutions that provide services: 


1. Arrangements may be made, on an in- 
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dividual or group basis, with practitioners, hos- 
pitals, and other agencies to reimburse them 
for authorized service furnished to assistance 
recipients on the basis of agreed upon sched- 
ules. 

2. The responsible department may itself 
provide medical care through the employment 
of physicians and other health personnel on 
either a full- or part-time basis. Federal par- 
ticipation in this type of-asrangement is only 
possible in agencies that finance the arrange- 
ment through a pooled fund. 

3. The responsible department may, where 
practicable, purchase protection for eligible 
assistance recipients from voluntary insurance 
plans such as Blue Cross, Blue Shield, or group 
practice plans on a premium payment basis. 
This method would utilize an _ established 
community machinery involving a minimum 
of new negotiations between the purchaser 
and provider of service. It could tend to 
minimize any distinction of treatment between 
those receiving public aid and those for whom 
protection is financed in other ways. Pre- 
payment plans, however, have been somewhat 
reluctant to cover assistance recipients because 
of a belief that they constitute an adverse 
risk. Moreover, the protection provided by 
many prepayment plans does not cover the 
total cost of service furnished, particularly 
with respect to physicians’ services, and rarely 
includes all types of medical care required by 
needy persons. Usually such plans exclude 
care for preéxisting conditions, place limits 
on the length of hospital stay covered, and in 
other ways restrict the care that may be paid 
for through this method. Such arrangements 
would represent an economical use of the tax 
dollar only if the cost of administration and 
provision of services by the insurance plan 
does not exceed the cost incurred in a plan of 
direct governmental payment for services or 
direct government provision of care. Needy 
persons for whom protection is purchased 
under existing plans should be treated in the 
same way as other insured persons and identi- 
cal identification cards shou'd be issued to 
them. 

4. The agency may arrange for the purchase 
of medical services for assistance recipients 
directly from medical societies or similar pro- 
fessional organizations. This plan has been 
tried in certain counties in Kansas,?° the City 


™ Medical Care in Public Assistance 1946, State 
Reports published by the Bureau of Public Assistance, 
Social Security Administration, Federal Security Agency. 
Medical care programs of the following states are also 
described: Oregon, New Hampshire, Ilinols, Nebraska, 
South Carolina, Indiana, Connecticut, Maine, Wyoming, 


New Jersey, North Dakota, North Carolina, West ~ 


Virginia, Texas, Michigan, Pennsylvania, Minnesota, 
New Mexico and Massachusetts. 


of Toledo, the County of Pueblo, Colorado, 
and elsewhere. Here, as in the case of the 
prepayment plans, it is important that the 
contractual obligations between the public 
agency and the private group be carefully 
drawn so as to protect the recipient, the agency 
or individual rendering the service, and the 
taxpayer. While this type of arrangement 
may assist the public agency in some prob- 


—lems ef _ professional -relationships, it may 


assign inappropriate responsibilities to profes- 
sional societies by involving them in the field 
of public administration. 


Under any of these arrangements, 
adequate reports on the number and 
kinds of services provided should be 
made to the governmental agency fi- 
nancing the services and the interests of 
the patient should be safeguarded 
through adequate periodic review of the 
quantity and quality of care provided. 


Determination of Eligibility 

Persons may become eligible for tax- 
supported general medical care on the 
basis of need when their personal re- 
sources are inadequate to meet their 
medical needs and no other community 
resources such as those of official or 
voluntary health agencies are available 
to them. As explained in a previous 
section they may become eligible for 
medical care as part of the over-all 
public assistance program or through 
programs developed under separate leg- 
islation and financing, administered by 
health, welfare, hospital, or other de- 
partments. 

In the former case the standards ap- 
plicable to any category of public 
assistance would apply regardless of 
whether the applicant needs complete 
mainte or medical care alone. 
Where ical care for the needy is 
provided through a separate program, 
the standards of eligibility for medical 
care may differ from these for public 
assistance. In such instances persons 
already receiving public assistance are 
generally referred for medical care with- 
out further investigation of their finan- 
cial circumstances. Persons applying 
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only for medical care should probably 
have their eligibility determined by the 
public agency legally responsible for the 
program. If more than one public 
agency is involved, eligibility may have 
to be determined by one and services 
provided by another; but both adminis- 
trative functions should be carried out 
under policies, regulations, and pro- 
cedures developed after full consultation 
between the agencies. 

Whatever the pattern or level of eli- 
gibility, certain principles are fundamen- 
tal to any medical care program based 
on a determination of individual finan- 
cial need: 


1. The determination of financial eligibility 
should be a means of identifying those for 
whom legally established public programs are 
intended, and should not be so administered 
as to be a barrier to needed aid. 

2. The determination of eligibility should 
be made by the public agency through appro- 
priately trained and competent personnel and 
not by the physician, dentist, hospital, or other 
provider of service. 

3. The determination of eligibility should 
take into account not only the type, length, 
and costs of illness but also its effect on the 
family’s financial resources. 

4. The standards of eligibility should be 
applied equitably to all applicants within the 
jurisdiction in which the program operates. 
There should be no discrimination on the basis 
of color, national origin, political belief, or 
religion. Exclusion on such grounds as resi- 
dence, citizenship, or settlement should be 
eliminated as rapidly as feasible. Funds should 
be so budgeted that service will be available 
on the same basis throughout the fiscal year. 

5. Applicants should be treated with respect 
and consideration; the financial investigation 
and records relating thereto should be confi- 
dential; eligibility decisions should be made 
promptly; and the applicant should have the 
right to file complaints when aggrieved and to 
appeal against adverse decisions. 


Methods To Promote Quality of Care 

The agency administering a medical 
care program for the needy has a basic 
responsibility for assuring that the care 
provided meets high standards. It is 
essential that hospitals and other facili- 
ties be utilized not only with questions 
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of cost in mind but also with careful 
consideration for the quality of care 
provided. Only those public and private 
facilities should be used which meet the 
standards set by official agencies or, in 
the absence of official standards, by 
recognized professional standard-setting 
organizations.*® 

The state agency responsible for 
hospital licensure should have the power 
to license nursing homes and other in- 
stitutions for the chronically ill. Such 
licensure should be accompanied by an 
educational program, with the licensing 
agency providing consultation service to 
the institutions it is empowered to 
license. The standards for such institu- 
tions should be drawn up with full con- 
sideration of the social aspects of patient 
care. The experience of welfare depart- 
ments in dealing with such institutions 
should be fully utilized in this connec- 
tion and medical social workers, nutri- 
tionists and occupational therapists 
should be part of the team responsible 
for the development of standards, the 
survey of institutions, and the provision 
of consultation services. 

The use of organized services such as 
those provided by hospitals and clinics 
is advantageous from the viewpoint of 
quality of care in that they afford easy 
access to the services of specialists and 
consultants and to x-ray and laboratory 
facilities. Wherever possible, preference 
should be given to the use of institutions 
that are affiliated with medical schools, 
meet the requirements established by 
the Joint Commission on Accreditation 
of Hospitals,27 or otherwise give evi- 
dence of providing—services of good 
quality. Standards used for evaluating 
clinic and hospital services should in- 
clude criteria relating to the amount of 


%In this connection it should be noted that the 
Social Security Act Amendments of 1950 require that 
by July 1, 1953, a state authority shall establish and 
maintain standards for institutions, if the state plan 
includes payments to individuals in private or public 
institutions. 

Successor in this capacity to the American Col- 
lege of Surgeons. 
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professional time available for each pa- 
tient, the degree to which personal at- 
tention is given, and the emphasis on 
consistency and continuity of care. 

The employment of county or city 
physicians to furnish medical care to 
the needy has certain advantages if well 
administered. However it has particular 
limitations with respect to quality of 
care since such physicians usually func- 
tion independently of organized facilities 
and often lack consultation, x-ray or 
laboratory services. Where such physi- 
cians are employed they should be ap- 
pointed on a merit basis, with high 
standards of professiona! qualifications, 
and they should work in close associa- 
tion with organized facilities under com- 
petent professional supervision. 

Fee-for-service arrangements likewise 
present problems in relation to quality. 
Even though such programs are open to 
all practitioners and provide for free 
choice by the patient, it is not uncom- 
mon to find—-especially where fees are 
low—that a few physicians, often the 
less competent ones, may be providing 
care for a majority of the patients. In 
addition, methods of assuring quality 
of service in such programs are difficult 
to establish. To maintain quality fees 
should be adequate and definite qualifi- 
cations for participating practitioners 
should be established. The agency 
should not continue to utilize the serv- 
ices of practitioners who consistently 
provide care which fails to meet profes- 
sionally recognized standards of quality. 

An important method of improving 
the quality of care in such programs is 
to make diagnostic referral and consul- 
tation services available. For example, 
in Washington, Montgomery, and Anne 
Arundel Counties, Maryland, the county 
health department has developed a con- 
sultation clinic in internal medicine to 
which general practitioners refer diag- 
nostic problems encountered among pa- 
tients in the medical care program. In 
Louisiana the welfare department trans- 
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ports patients presenting difficult prob- 
lems to the state’s general hospitals for 
careful study, while several of the mid- 
western states such as Michigan, In- 
diana, Wisconsin, Minnesota, Iowa, and 
Oklahoma, use the state university hos- 
pitals for the same purpose. Health and 
welfare departments operating medical 
care programs on a free choice, fee-for- 
service basis should endeavor to develop 
consultation centers in association with 
medical schools, teaching hospitals and 
other institutions, and should encourage 
physicians caring for patients under the 
program to make full use of such 
facilities. 

An interesting application of this 
method of developing services of good 
quality is to be found in the medical 
care program operated by the Baltimore 
city health department. There the gen- 
eral practitioners, who provide home and 
office care for assistance recipients on a 
capitation-payment basis, use the serv- 
ices of area medical care clinics operated 
by teaching and voluntary hospitals. 
These clinics furnish a complete history 
and physical examination, including 
laboratory tests, of each assistance re- 
cipient as he enters the program, and 
send a full report of the findings to the 
practitioner chosen by the patient to 
serve as his family physician. The gen- 
eral practitioner is encouraged to refer 
patients to the clinic when difficult diag- 
nostic or therapeutic problems arise. 
The medical care clinics in turn have 
available to them the full laboratory, 
x-ray, and special clinic resources of 
the outpatient departments of their re- 
spective hospitals. 

Full ‘utilization should be made of 
health department preventive services 
such as active case-finding efforts utiliz- 
ing modern devices for the discovery of 
disease. Screening procedures are now 
available for the early detection of 
tuberculosis, syphilis, diabetes, anemia, 
visual and hearing defects, some forms 
of heart disease and cancer, and other 
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disease conditions—often before symp- 
toms occur and at a time when medical 
care can be most effective. If followed 
by adequate diagnostic and treatment 
services such case-finding efforts will 
prevent much disability and premature 
death. Also important among preven- 
tive services is health education directed 
toward good personal hygiene, including 
diet, and toward proper utilization of 
professional services. 

Agencies administering medical care 
for the needy should make full use of 
rehabilitation facilities. These involve 
a codrdinated approach utilizing such 
specialized skills and services as medical 
and surgical care, physical therapy, oc- 
cupational therapy, medical social work, 
and vocational training and placement. 
When rehabilitation is organized on this 
basis, many disabled persons may be 
returned to active life, including partial 
or even full employment. 

A major component of good quality 
is continuity of service. This requires 
attendance by the same physician, den- 
tist, nursing team, social worker, or 
other worker, throughout the course of 
the patient’s care—as far as is prac- 
ticable and desirable. It will be modi- 
fied, of course, by the need for consul- 
tants, referrals to differently qualified 
personnel, and freedom of choice and 
change on the part of physician or 
patient. Nevertheless, the principle of 
continuity of care should be observed 
to enable the patient to receive the 
benefit of coérdinated management 
throughout all phases of care. One im- 
portant method of achieving such con- 
tinuity is to provide as complete records 
as possible whenever referrals must be 
made to new practitioners or institutions. 


Organization and Staff 
Where the size and scope of the pro- 
gram warrant, responsibility for devel- 
oping, supervising or administering a 
medical care program should be vested 
in an appropriate medical care unit. 
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When such a unit is established, it 
should be adequately staffed on a merit 
basis by personnel with sufficient author- 
ity and professional prestige to fulfill its 
obligations. The unit may have such 
functions as: 


a. Developing policies, standards and pro- 
cedures regarding medical services in consulta- 
tion with appropriate advisory bodies. 

b. Negotiating agreements and maintaining 
liaison with practitioners, hospitals and other 
health agencies in the community. 

c. Administering or supervising the medical 
care program. 

d. Coérdinating activities with other units 
of the agency, including the maintenance of 
adequate records of services and costs and 
participation in the agency’s staff development 
program. 

e. Assisting in planning and conducting re- 
search in which health and medical care are 
factors. 


A large unit should ideally be headed 
by a physician with formal training and 
experience in administering medical care, 
public health, or hospital programs. 
Where the size of the program warrants, 
the administrative team may well in- 
clude nonmedical administrators, medi- 
cal social workers, and statistical person- 
nel. Shortages of trained medical 
administrators, however, may make it 
impossible in many areas to achieve this 
ideal. In such cases the medical care 
unit should be headed either by a non- 
medical administrator with training or 
experience in medical care administra- 
tion or by a medical social worker who 
has had special training or experience 
in this field. Several schools of public 
health have developed courses in medi- 
cal care administration and are in a posi- 
tion to provide not only formal education 
in the theory and practice of medi- 
cal care administration but supervised 
field training as well. Agencies wishing 
to develop sound medical care programs 
should utilize such training centers for 
the development of suitable administra- 
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Advisory Committees 

In addition to the quality of the 
agency staff, the success of a medical 
care program depends on effective de- 
vices for securing the full coéperation 
of the groups involved: (a) the medical 
and related professions (physicians, 
dentists, nurses, hospital administrators, 
medical social workers, pharmacists, 
etc.); (b) governmental and voluntary 
health and welfare agencies; and (c) 
the general public. This can best be 
achieved by the creation of one or more 
general and technical advisory com- 
mittees. 

The general advisory committee is 
one which is representative of broad 
professional and community interest and 
should therefore include representation 
from community groups such as la- 
bor, farm and business organizations, 
churches, women’s clubs and service 
clubs, as well as the health professions 
and community welfare organizations. 
Such a committee can effectively advise 
on general policies, standards and pro- 
cedures, on the use of facilities, and on 
the codrdination of community health 
and welfare activities. It can also serve 
as an important channel of education 
and interpretation. 

Technical advisory committees should 
include representatives of the specialized 
fields of service involved in the program. 
They may be either continuing in char- 
acter or set up on a temporary basis to 
advise on some immediate problem. 
Their functions may include professional 
and technical advice on policies, stand- 
ards, and procedures in _ particular 
aspects of medical care; determining 
qualifications for participating practi- 
tioners and institutions; interpreting the 
program to members of the professions 
or groups represented in the committee; 
or advising on administrative problems 
in the specialized fields involved. The 
last named function would include re- 
view of complaints and recommenda- 
tions for disciplinary action required 


MepicaL CARE 


1323 


to maintain the quality of care and safe- 
guard the expenditure of public funds. 
Neither general nor technical advis- 
ory committees should assume the 
administrative responsibilities of the 
agency they are set up to advise. Ap- 
pointments to such committees should 
be made by the administrative agency, 
preferably in consultation with the 
groups from whom representation is de- 
sired. General advisory committees 
should have overlapping terms of mem- 
bership in order to assure continuity. 
Committee work should be facilitated by 
staff assistance provided by the agency. 


Methods and Rates of Payment 

There are various arrangements under 
which tax-supported, medical care may 
be purchased or otherwise provided. The 
fee-for-service method of payment in- 
volves carefully negotiated fee schedules 
for practitioners in which the coépera- 
tion of the professions, either through 
advisory committees or their own organ- 
izations, is essential. A capitation basis 
of payment to general practitioners may 
be used, as in the plan in Baltimore 
where each physician receives an annual 
sum for each assistance recipient who 
has elected to use his services for home 
and office care. Communities may also 
choose to provide services directly 
through the employment of physicians 
and other health personnel on part-time 
or full-time salary or on a session basis 
for clinic services. Whatever the 
method—fee-for-service, capitation, or 
salary—the rate of payment should be 
sufficient to compensate the practitioner 
adequately for the services which he 
provides. 

In general, payments for hospital care 
should be based on the actual costs in- 
curred in providing the services author- 
ized under agreements between the 
public agencies and the hospitals. The 
hospitals in return should take all neces- 
sary steps to assure that the costs are 
the minimum consistent with high 
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standards of care and good administra- 
tive and personnel practices. The costs, 
moreover, should be based upon reason- 
able—preferably uniform—cost account- 
ing analyses made available to the 
public welfare or public health agencies. 
The effectuation of these policies will, 
of course, depend on availability of 
sufficient funds and on community ac- 
ceptability of the principles involved. 
Lump-sum payments to hospitais un- 
related to authorized service rendered to 
individuals are not in accord with gen- 
erally accepted principles of public 
administration. Payment for clinic 
services should also be based on prior 
agreement as to rates of payment and 
methods of referral. 


Control of Abuses 

Various methods may be utilized to 
control economic abuse of medical care 
programs either by those receiving or 
by those furnishing the service. By one 
method developed in some areas, a 
statistical check is kept and note made 
of those recipients and providers of 
service who deviate markedly from the 
average experience of the area in any 
given time period. Such deviations do 
not necessarily represent abuses of the 
program, but they can be studied to 
determine whether they indicate a basis 
for considering that abuses occur. In 
some localities it has been found valu- 
able to use a qualified medical officer or 
a medical advisory committee to study 
individual instances in which abuse by 
either practitioner or recipient is con- 
sidered a possibility. When abuse is 
discovered, the administrative agency 
should take all necessary action to elim- 
inate it, including—when the abuse is 
serious or persistent—the exclusion, 
after a fair hearing, of the offending 
practitioner or institution from partici- 
pation in the program. 


Records and Reports 
An effective medical care program 
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requires adequate statistical informa- 
tion. It is essential in the first place 
that the characteristics of the population 
served be well established. Records 
should therefore be maintained on re- 
cipients of public assistance or other 
medical aid not only in terms of 
“cases”—which may include several 
members of the same household—but 
also in terms of individuals. With such 
basic information it is possible to obtain 
data on morbidity by age, sex and 
diagnostic classification, and the volume 
and cost of care per individual and per 
illness. The agency should have avail- . 
able data which will show how much 
is being spent for medical care per 
eligible client and per case, the distribu- 
tion of this expenditure among the main 
items of care, the per capita amount of 
different types of care being provided, 
and the unit cost of prescriptions, eye- 
glasses, dentures, and so forth. Such 
information will help the administrators 
in evaluating the adequacy of the pro- 
gram, its balance, and its economy. If 
a department of welfare contracts with 
a health department or prepayment plan 
for the provision of such services, it 
should require from that agency the 
types of information which will make it 
possible to obtain the statistical data 
enumerated above. Where a welfare 
department contracts with a health de- 
partment for service, information should 
be made available on age, sex, and cate- 
gory of assistance so that the health 
department may maintain records that 
permit evaluation of the services it 
furnishes. 


CONCLUSION 

The development of effective medical 
care programs for the needy is an im- 
portant community goal since they 
conserve health and help make it pos- 
sible for many individuals to continue 
normal family life and community rela- 
tionships. Moreover, by helping to pre- 
vent the progression of disease to serious 
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disability and by rehabilitating sick 
persons to social usefulness and produc- 
tivity, such programs can save com- 
munities a significant portion of the 
burden of dependency. 

Approaching the problem from differ- 
ing historical backgrounds and view- 
points, health departments and welfare 
departtments have come to have a com- 
mon interest in assuring that tax-sup- 
ported medical care programs for the 
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Credit Lines 
The Journal cannot furnish copies of items mentioned in Credit Lines. Please 
send requests to the addresses given. 


IDAHO’S CLEAN BILL OF HEALTH—PLUS 

The Idaho State Department of 
Health has been the subject of a search- 
ing legislative investigation with its chief 
target the administrative director of the 
Department, L. J. Peterson. The report 
of the three-man legislative committee 
to Governor Len Jordan has now been 
published. 

This report is a rather remarkable 
document. It takes up one by one the 
charges or complaints against the de- 
partment and its administration and 
concludes that: 


None of such charges or complaints is sub- 
stantiated by any evidence produced before 
us. . . . The foregoing, we believe, answers 
the purpose and object of our appointment as 
a committee to investigate the complaints 
made against the Department of Public 
Health.... We, ... knew in a general way, 
that the Department of Health is an important 
department of our state government. But 
none of us had ever been closely associated 
with the work of this Department, or even 
given it more than passing attention. As 
we listened to the testimony of the witnesses, 
and as it became necessary for us to look 
more and more into the Department’s activi- 
ties, we became amazed at the multitude of 
subjects by the law placed under its care, and 
the boundlessness of the field of its work. 
Many a man would be dismayed and deterred 
by the size and magnitude of the job, from 
undertaking the managing directorship of 
Idaho’s Public Health Department. 
what we have seen and heard, and learned 
during our investigation, we believe that Mr. 
Peterson has made of the Department as 
efficient, as beneficial, and as thorough a de- 
partment as can be found in any other of the 
48 states of the Union. 

’, . . Another striking fact that will be ob- 
served on a visit to these offices, rooms and 
laboratories, is the attention, the enthusiasm, 
and the loyalty, that all employees give to 
their work. They remind one so much of a 
senior class in a school or college, when pre- 
paring for final examinations. The offices and 
laboratories are a veritable hive of industry, 


not always seen in public service. Nor do 
such laudable conditions arise or exist where 
the directing management is inefficient. 


This is a report that the people of 
Idaho and Mr. Peterson may well be 
proud of. They are to be congratu- 
lated. 

An interesting footnote to this situa- 
tion is provided by an Idaho corres- 
pondent deeply involved in and aware 
of what is happening in public health 
in Idaho and the larger world. The 
correspondent says: 

The Rocky Mountain Health Conference 
(Five-State Regional Conference on Local 
Health Units, Salt Lake City, October, 1948, 
sponsored by the National Health Council) 
might be said to be the underlying cause of 
the Governor’s Committee of Inquiry into 
the State Department of Public Health, We 
all generated so much steam that we became 
obnoxious to some of the legislators, who 
decided to spend their venom on Mr. Peterson, 
since they could hardly tackle individual 
citizens scattered around the state. 


OCCUPATIONAL HEALTH FILMS 

The U. S. Public Health Service, 
through its Division of Occupational 
Health has prepared a list of ‘available 
films on occupational health and related 
subjects. Motion pictures, film strips, 
and slides are included. Some 100 
items covering 27 occupational health 
subjects from carbon monoxide to 
x-rays and 6 safety subjects are sum- 
marized. The foreword asks for in- 
formation on others since “only those 
that have come to our attention are in- 
cluded.” It further disclaims any 
evaluation, annotations having been de- 
rived from catalogue descriptions. 
Single copies free, while the supply lasts, 
to those “who are concerned with prob- 
lems of worker health.” 

Seward E. Miller, M.D., is chief of 
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the Division, Federal Security Agency, 
Washington 25, D. C. 


EARLY DENTAL HYGIENE 

When a baby, one of 4,000 annually 
born in Hartford, Conn., reaches the 
age of three, he—or in fact his parents 
—receives a letter from the city health 
officer suggesting the need for early 
dental care, including a visit to the den- 
tist, brushing of teeth, good nutrition. A 
postscript plug for fluoridating the city’s 
water supply is added to the current 
letter. A similar follow up for six-year 
olds is planned. 

Leonard F. Menczer, D.D.S., is public 
health dentist of the Hartford Health 


Department. 


SCHOOL LIGHTING PRACTICES 

The National Society for the Pre- 
vention of Blindness, 1790 Broadway, 
New York 19, N. Y., has prepared a 
compilation of school lighting practices 
in the United States and its territories. 
The recommendations or requirements 
of each state are presented individually. 
There is a special listing of practices 
found that are not in accord with the 
recommendations of NSPB. Available 
from the Society. 60¢ 


NEW SOCIAL HYGIENE PUBLICATIONS 

Nine new publications have recently 
been published by the American Social 
Hygiene Association, five of them re- 
printed from the Journal of Social Hy- 
giene and one from Okio’s Health, they 
are: 


1. Venereal Disease Nursing in Hospitals and 
Clinics, Committee of New York Tuberculo- 
sis and Health Association. 

2. Venereal Disease in Southeast Asia, John C. 
Cutler, M.D. 

3.Social Hygiene and Nursing Education, 
Carmen Frank Ross 

4. What’s Wrong with the American Family? 
Florence Rockwood Kluckhohn, Ph.D. 

5.Sex Behavior and Sex Interest in Children, 
Louise Bates Ames 

6. Partners in Sex Education, Esther Emerson 


Sweeney 
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7. Living with Our Children, Evelyn Millis 
Duvall, Ph.D. 

8.Why @ Blood Test? 

9. Our Family Is Having Its Blood Test. 


No. 1, 20¢ each; 2-6, 10¢; 7, 5¢; 
8, 9, free for single copies. Reductions 
on all for quantity rates. American 
Social Hygiene Association, 1790 Broad- 
way, New York 19, N. Y. 


THE TRANSPARENT WOMAN TALKS 

The Transparent Woman of the 
Cleveland Health Museum has been 
wired for sound. Known as Juno, she 
is now the Talking Transparent Woman. 
In Healthguide No. 1, Juno, Symbol of 
All Women, Deac Martin tells the story 
of Juno and includes the script of her 
description of herself. The pamphlet is 
presumably free from the Cleveland 
Health Museum, 8911 Euclid Avenue, 
Cleveland 6, Ohio. 


ANNUAL REPORTS 
Health Security by Union Action is 
the first annual report of the Sidney 
Hillman Health Center of New York, 
which “opened its doors” in April, 1951. 
The Center, called “an important build- 
ing block in the rampart against dis- 
aster,” is a codperative undertaking of 
the Amalgamated Clothing Workers of 
America for providing medical care for 
its members. Other “building blocks” 
already in place are a comprehensive 
plan of social insurance, a 25-year his- 
tory of no strikes, and better than 
average wages and working conditions. 
The Center gives to the 40,000 
workers of the industry and their 
families complete outpatient medical 
care with primary emphasis upon pre- 
ventive service. Morris Brand, M.D., 
is the ical director, Ernst P. Boas, 
M.LD., as chairman of both the 
Medical Advisory Council and the Re- 
search Council. 
Dr. Brand’s report to the Board of 
Directors indicates that more than 10,- 
000 new patients were served in the 
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first year, nearly 2,000 in the first full 
month of operation. By the end of the 
year the number of new patients aver- 
aged about 500 a month. 16 East 16th 
Street, New York, N. Y. 


Health in 1951 is the 1951 annual 
issue of City Health, the bulletin of the 
Detroit Department of Health. Factual 
and detailed, it is a workman-like de- 
scription of services rendered citizens. 
It would be particularly useful as source 
material for a short popular annual re- 
port that would be read by a wide 
audience. Of particular significance is 
a map of the 16 health districts of the 
city, giving basic vital statistics for 
each. The infant mortality rate varies 
from 12.4 to 38.8. The district with the 
lowest 1951 infant mortality rate had 
the highest birth rate. Joseph G. 
Molner, M.D., is the health commis- 
sioner. 


1952 1902 is the only title the semi- 
centennial and annual report of the 
New York Tuberculosis and Health 
Association carries on its cover. A good 
deal of dramatic history and present-day 
figures on tuberculosis are packed into 
an attractive 16 page pamphlet. Her- 
bert R. Edwards, M.D., is executive 
director of the Association, 386 Fourth 
Ave., New York 16, N. Y. 


WORTH ACQUIRING 

A Healthy Personality for Y our Child, 
by the Children’s Bureau, is a popular 
version of a part of the Fact Finding 
Report on healthy personality that was 
prepared for the 1950 Midcentury 
White House Conference on Children 
and Youth. It is designed to help 
baffled parents understand their young- 
sters. 

The author is James L. Hymes, Jr.. 
professor of education, George Peabody 
College for Teachers. Martha M. Eliot, 
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M.D., director of the Children’s Bureau, 
has written a foreword in which she 
says that the pamphlet is “abeut the 
part parents can have in helping their 
children achieve emiotional and social 
health.” Single copies from Children’s 
Bureau while they last, or Gov. Ptg. 
Office, Washington 25, D. C., 15¢. 


Social Hygiene Pamphlets: A Classi- 
fied List, 1952-1953, which is revised 
annually by the American Social Hy- 
giene Association, has 20 titles of new 
publications on sex education, marriage 
and family relations, social protection, 
and health. Free from ASHA, 1790 
Broadway, New York 19, N. Y. 


Fire and Explosion Hazards of Ther- 
mal Insecticidal Fogging, by the Na- 
tional Board of Fire Underwriters, 
discusses the hazards that can exist 
through improper methods or use of 
equipment in thermal insecticidal fog- 
ging of buildings or large areas. Illus- 
trations are presented wherein the use 
of improper materials or incorrect 
methods have led to disastrous explo- 
sions and fires. Recommendations are 
given as to desirable materials, equip- 
ment, and methods of operation for 
fogging operations in insect control. 
Free from the Research Division, 
NBFU, 85 John Street, New York, 
N. Y. 


Publications, Films, and Exhibits 
brings up to date the bibliography of 
public education materials on polio. 
Also revised, shortened, and newly at- 
tired is Polio and People, a booklet that 
tells in narrative style how one family 
received help through the March of 
Dimes and explains the services of the 
National Foundation for Infantile 
Paralysis. Both are available without 
cost from the Foundation, 120 Broad- 
way, New York 5, N. Y. 
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All reviews are prepared on invitation. Unsolicited reviews cannot be accepted. 


Doctors in Blue: The Medical His- 
tory of the Union Army in the Civil 
War—By George Worthington Adams. 
New York: Henry Schuman, 1952. X11- 
253 pp. Illus. Price, $4.00. 

The Civil War has been the subject 
of an extensive literature, yet its medi- 
cal aspects have not received any ade- 
quate historical attention. In part, 
however, this lack has now been reme- 
died by Doctors in Blue which offers a 
comprehensive picture of health and 
medical care in the Union Armies. Mr. 
Adams, who is professor of history at 
Colorado College, discusses the medical 
confusion, administrative and profes- 
sional, which prevailed at the outbreak 
of the war, and goes on to indicate how 
order was brought out of chaos. He 
deals in turn with the relations of the 
regular officers to the reserve officers 
and volunteers, the beginnings of the 
ambulance system and the handling of 
the wounded, as well as wartime surgery 
and its consequences in terms of infec- 
tion and healing. In this connection the 
hospital system and the hospital staffs 
are examined. Finally, disease, sanita- 
tion and hygiene, and therapy are con- 
sidered 


This study is based on extensive use 
of primary printed sources, such as 
surgeon’s reports, observations of mili- 
tary medical inspectors, and the like. 
It is comprehensive in scope and well 
balanced in presentation. The author 
indicates clearly the relationship be- 
tween the public health movement of 
the 19th century in the United States 
and the handling of problems of hygiene 
and sanitation in the Union Army. 

Unfortunately a few errors have crept 
in and should be noted. On page 38 
the author refers to tartar emetic as a 
mercury compound. This is im orrect. 
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Tartar emetic is the tartrate of antimony 
and potassium. Then on page 50 he 
mentions that “the Harvard Medical 
School had no stethoscope until 1868, 
thirty years after its invention.” This, 
too, is not true. Laennec had invented 
the stethoscope in 1817, 51 years earlier 
and published his account of the instru- 
ment in 1819. 

These, however, are but minor blem- 
ishes on a book which is otherwise an 
excellent survey of the medical history 
of the Union Army, and a real contri- 
bution to the history of medicine and 
public health in the United States. 

Grorce Rosen 


The Fight Against Tuberculosis 
—An Autobiography— By Francis 
Marion Pottenger. New York: Henry 
Schuman, 1952. 276 pp. Price, $4.00. 

It is always a pleasure to read a well 
written and well rounded autobiography, 
especially if carefully documented as to 
time, persons, and places. The present 
volume qualifies in these particulars. It 
is the story of an active and productive 
life of 80 years devoted to the preven- 
tion, treatment, and cure of tuberculosis. 
This story of Dr. Pottenger’s life has a 
charm all its own. Its early chapters 
read like a novel, every page raising the 
question, “What comes next?” The 
latter chapters beginning with “Pioneer- 
ing in Prevention of Tuberculosis in 
California (1901-1909)” and coaclud- 
ing with “My Eighty Years” are replete 
with valuable information concerning 
his sanatorium at Monrovia, Calif., and 
his four trips to Europe where he met 
and conversed with practically every 
well known worker in the field of tuber- 
culosis. His chapter on “Inspection and 
Palpation-Clinical Demonstrations” goes 
into some technical details which should 
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be of interest to every physician. His 
observation upon the relative value of 
the x-ray in the diagnosis of pulmonary 
tuberculosis is worth recording here: 

Nothing has added so much to our knowl- 
edge of the life history of tuberculous infection 
as the X-ray. Nothing has done so much to 
improve physical diagnosis by the true clini- 
cian—and to injure it by the careless! 
Physicians have come to rely upon the X-ray 
as being the perfect method of diagnosis, 
which it is not. It is, rather, another and 
remarkably good way of gaining diagnostic 
data. 


The value of this volume is enhanced 
by an appendix with a bibliography of 
publications by the author. It would 
have been very helpful to those inter- 
ested in historical research to have in- 
cluded a comprehensive index, as the 
author had such a wide and varied expe- 
rience in knowing many individuals who 
contributed to preventive medicine and 
public health. To those of us charmed 
by pictorial illustrations, the full page 
photograph of Dr. Pottenger’s parents 
on their 50th anniversary under a bower 
of roses whets our artistic sense for more 
illustrations. However, this is an ex- 
cellent autobiography and “Who’s Who” 
in the history of the antituberculosis 
movement. RICHARD ARTHUR BOLT. 


The Human Blood Groups—Uti- 
lized in Disputed Paternity Cases 
and Criminal Proceedings—By P. H. 
Andresen. Springfield, Ill.: Thomas, 
1952. 124 pp. Price, $3.75. 

The aim of the author is to bridge 
the gap between the expert serologist 
and physicians, lawyers, and others who 
may be interested in the medicolegal 
aspects of blood group determinations. 
He first presents an elementary picture 
of the A-B-O, M-N, P and Rh systems, 
followed by a brief account of the 
heredity of the blood groups. The ap- 
plication of blood group determinations 
in disputed paternity cases is then dis- 
cussed. The author points out that, 
although all laws. cases and court de- 
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cisions cited in the volume pertain to 
Denmark, the medicolegal considera- 
tions proper have general application. 
A section is devoted to the identification 
of stains, including blood, semen, and 
saliva stains. In the final chapter he 
discusses the reliability of the various 
blood group determinations. Various 
pitfalls and methods of avoiding them 
are included. 

The author has attempted to present 
the material “in a way which does not 
require much insight into biology on 
the part of the reader” and he is to be 
congratulated on having given a clear 
account of a complicated subject. 

R. H. ALLEN. 


Clinical Practice in Infectious Dis- 
eases—By E. H. R. Harries and M. 
Mitman, with the collaboration of lan 
Taylor (4th ed.). Baltimore, Md.: Wil- 
liams & Wilkins, 1951. 717 pp. Price, 
$6.50. 

This book has rightfully seen four 
editions and a Spanish edition in a period 
of 12 years. The preface to the Ist 
edition intimates that it is a work for use 
by student, practitioner, and medical 
officer of health and that in great meas- 
ure it records the practice of the Infec- 
tious Disease Hospitals under the juris- 
diction of the London County Council. 
The present edition maintains these 
purposes admirably. 

Besides bringing the work up to date, 
there have been a few changes. The 
former chapter on Relapsing Fever has 
been omitted and replaced by one on 
Q Fever; the title of the chapter on 
Epidemic Louse-Borne Diseases has been 
changed to Rickettsial Diseases. Many 
new illustrations in color and half-tone 
have been added; some of these are good 
with relationship to faithful reproduction 
and approximation to the actual color 
of the lesions. In the main the descrip- 
tive figures are excellent for teaching 
purposes. 

A great deal of information is packed 
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into this volume and the size and num- 
ber of pages have been kept down by 
utilization of small and extra small 
print. The important infectious diseases 
encountered in the temperate zone are 
included. Ancillary information need- 
ful to the subject has been included, and 
particularly helpful are the chapters on 
diagnosis. It would seem to the reviewer 
that it would be more logical to include 
the material in the chapter on the 
Transmission of Infectious Diseases in 
the chapter, Epidemiology and Control 
of Infectious Diseases, and to divorce 
Control from the latter and make of it 
a separate chapter. Also, the last three 
chapters on Management of Infectious 
Diseases and Control of Infectious Dis- 
eases in Hospitals should appear in the 
fore part of the text with other chapters 
dealing with general matters relating to 
the infectious diseases. 

Several minor points of difference 
might be mentioned and elaborated, but 
space does not allow this. This book can 
unreservedly be recommended for use as 
a text and reference work on the com- 
moner infectious diseases. 

FRANKLIN H. Top 


The Manual of Corporate Giving 
—Edited by Beardsley Ruml in col- 
laboration with Theodore Geiger. Wash- 
ington, D. C.: National Planning Asso- 
ciation, 1952. 415 pp. Price, $6.75. 

This handbook is intended for the 
information of corporations making tax 
deductible gifts under the U. S. law per- 
mitting 5 per cent tax exemption under 
the Internal Revenue Code. Its purpose 
“is not to argue the case for corporate 
giving, or to plead the needs and merits 
of any field of activity or type of re- 
cipient organization.” Instead, it is 
intended to provide objective advice to 
the corporate donor who has already de- 
cided to give. “Interest in the 5 per 
cent, and how it is spent. springs from 
the conviction that the maintenance of 
private, educational, scientific, and wel- 


fare organizations and activities is vital 
to the continued health of our de- 
mocracy. More private support of such 
activities is imperative today when 
private institutions are increasingly 
confronted with the dilemma of fixed 
incomes and rising costs . . . moreover, 
an important benefit of adequate private 
support is that it will preserve and 
strengthen local decision-making and 
control so vital to the maintenance of 
effectively functioning democratic in- 
stitutions.” 

Part I of the Menual includes chap- 
ters covering general aspects of corpo- 
rate giving. Part II, comprising the 
major portion of the handbook, includes 
17 chapters to which 21 authors have 


contributed, presenting specialized in- ~ 


formation on many fields of corporate 


Public heaith workers will be espe- 
cially interested in the chapter on public 
health activities written by Dr. Thomas 
Parran, and the chapter on health and 
welfare agencies written by D. Paul 
Reed with an appendix on agencies for 
the blind used as an example by Philip 
S. Platt. They wili also be interested in 
Dr. Howard A. Rusk’s chapter on 
medical research. 

The volume can be highly recom- 
mended for the purposes indicated. 

ReciInatp M. ATWATER 


Community Services for Older 
People: The Chicago Plan—/Pre- 
pared by the Community Project for the 
Aged of the Welfare Council of Metro- 
politan Chicago. Elizabeth Breckinridge, 
Director of the Project, et al. A Wie- 
boldt Foundation Project. Chicago: Wil- 
cox and Follett, 1952. 232 pp. Price, 
$3.00. 

To all who participated in this project 
and in the preparation of the report— 
from members of the Wieboldt Founda- 
tion, agencies, committees and staff, to 
the humblest single old person whose 
situation was studied, should go the 
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appreciation of others groping for sound 
methods of meeting the needs of the 
aging and aged, whether in a metropoli- 
tan or less highly complex community. 
As the findings of the report indicate so 
well, the “needs of the aged,” the deter- 
mination of which was one aim of the 
project, are encountered in every walk 
of life and in every phase of living. To 
develop a plan to meet them wholly and 
satisfactorily would require the ob- 
viously impossible—a “master plan” for 
all of society! Nevertheless, by under- 
taking to examine certain special human 
needs of old people, as aggravated by 
vast and speedy social and economic 
change, there are possible detailed as 
well as general recommendations, perti- 
nent for the Chicago community and 
likewise pertinent in most other large 
cities. The report gives valuable, 
authenticated information as to “old 
people” and at the same time suggests 
and outlines effective methods of com- 
munity organization to meet their needs. 

The findings fully substantiate what 
Dr. Winslow so aptly terms the “indi- 
visibility of health and welfare needs” 
of human beings of any age. It is there- 
fore disappointing that the structure of 
the Welfare Council under whose aus- 
pices the project was conducted pre- 
vented the inclusion of recommendations 
for improving health services and health 
education methods in this volume. It is 
to be hoped that the Health Division 
of the Council, to which the health data 
were referred, will soon supplement this 
useful, readable report by the issuance 
of its recommendations on this most 
vital section of the project. 

A. RANDALL 


Distribution of Health Services in 
the Structure of State Government— 
By Joseph W. Mountin, Evelyn Fieok, 
and Edward E. Minty. Public Health 
Service Bull. 184. Part I (rev. ed.). 
Washington, D. C.: Supt. of Documents, 
1952. 64 pp. Price, $.40. 
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Dr. Mountin and his colleagues have 
provided us with a revision of Bulletin 
184. This document supplies basic data 
(as of 1950) of the pattern and extent 
of health services in the state and ter- 
ritorial governments. The format and 
readability are improved over the 1940 
edition, which materially increases the 
ready usability of the volume. 

Two striking developments are re- 
vealed by the data collected for this 
study: (1) there has been tremendous 
growth in the kinds and volume of 
health services provided by state govern- 
ments, and (2) there has been increased 
dispersion of responsibility for health 
functions within the structure of state 
government. 

The volume depicts the organization, 
budgetary structure, and personne! for 
state health services among the approxi- 
mately 100 kinds of state agencies 
actively engaged in health related activi- 
ties. The number of agencies perform- 
ing health activities in a single state 
ranges from 10 to 32. The internal 
organization of state health agencies is 
described, including sample organization 
charts and salaries of state health offi- 
cers. Readers are cautioned that inter- 
pretations should be made with the 
realization that adaptation and diversity 
are the most outstanding and common 
characteristics of these state programs. 
The volume reports only facts, with the 
possible exception of outlining criteria of 
formulae for allocation of funds to local 
areas. There is, however, a succinct 
and valuable discussion. Three addi- 
tional parts are to follow concerning 
details of General Services and Con- 
struction of Facilities for State Health 
Programs, Personal Health Services 
Provided by State Government, and 
Environmental Health and Safety Serv- 
ices Provided by State Government. 

Roscoe P. KANDLE. 


Air Pollution—Proceedings of the 
United States Technical Conference on 
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Air Pollution. Sponsored by the Inter- 
departmental Committee on Air Pollu- 
tion. Louis C. McCabe, Chairman, New 
York: McGraw-Hill, 1952. 839 pp. 
Price, $12.50. 

At the request of the President in 
December, 1949, an Interdepartmental 
Committee on Air Pollution was organ- 
ized by Secretary of the Interior Chap- 
man. Dr. Louis C. McCabe, chief of 
the Fuels and Explosives Division of 
the Bureau of Mines, was elected chair- 
man of this committee. Its delibera- 
tions resulted in the promotion of the 
United States Technical Conference on 
Air Pollution which was held at Wash- 
ington in May, 1952. 

The conference was divided into 
seven panels: agriculture, analytical 
methods and properties, equipment, 
health, instrumentation, legislation, and 
meteorology. Outstanding professional 
men, engaged in these specialties in this 
country and abroad, were invited to 
participate in this conference, from 
government, universities, research 
foundations, and industry. 

This book is the full record of the 
presentations and discussions. Adequate 
bibliographies are appended in most in- 
stances. It is the reviewer’s opinion 
that this book is, at present, the most 
extensive compilation of information 
about the various phases of air pollu- 
tion. While some of the material is 
highly technical and appropriate for the 
student, much of it will provide a 
source of knowledge for the man in in- 
dustry. 

Air Pollution belongs in the technical 
library of every one engaged or inter- 
ested in any of its phases. 

H. G. Dyxtor 


The Only War We Seek—By 
Arthur Goodfriend. Published for 
Americans for Democratic Action. New 
York: Farrar, Straus, and Young, 1951. 
128 pp. Price, $1.00. 

This book presents an array of 


graphic pictures of the poverty, hunger, 
and despair of peoples in the under- 
developed countries, chiefly of China, 
and through contrasting pictures of con- 
spicuous luxury of American and West- 
ern peoples, points out how the com- 
munists use such material in their 
propaganda. The author has included 
a series of brief texts in which he pro- 
claims that, in bringing aid to these 
countries, we must go beyond dealing 
with the governments and seek to win 
the hearts and minds of the people. In 
trying to make his well taken points, the 
author, however, does not present a fully 
rounded report, for neither by pictures 
nor text does he show what aid has been 
given directly to peoples over the past 
three to five years through the special- 
ized agencies of UN (eg. WHO, FAO, 
UNESCO, UNICEF) and through the 
Point Four program of the United 
States. 

Admittedly, this aid has failed by a 
large margin to meet even the most 
pressing needs. It must be recognized, 
however, that this support has been of 
truly considerable proportions, the 
amount of aid given and the number of 
people helped having been greater than 
anything of this sort ever encountered 
in recorded history. Public health 
workers know that the recent accom- 
plishments in the tremendous reductions 
in such diseases as malaria, yaws, 
tuberculosis, syphilis, etc., which have 
taken place in these underdeveloped 
countries, with international aid, could 
only have occurred through working 
directly with the people, and not by 
governmental measures alone. 

Sot Pincus 


Understandable Psychiatry — By 
Leland E. Hinsie. New York: Macmil- 
lan, 1948. 359 pp. Price, $5.00. 

That Dr. Hinsie’s book is in its fourth 
printing in less than two years after its 
original publication indicates that it 
has been found valuable by the intelli- 
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gent person who wants a readable text- 
book on psychiatry. The author has 
long been a teacher of psychiatry both 
in a medical school and in training 
courses for resident psychiatrists. In 
addition to this, he has participated in 
training courses for psychiatric social 
workers and nurses. With such a back- 
ground of experience, he knows what 
people want to know about psychiatry. 
He begins by explaining how the growth 
of emotions determines to no small ex- 
tent what we are able to do with our 
lives. The recognition of the importance 
of emotions throughout the ages is in- 
dicated by brief literary references as 
well as by the writings of great physi- 
cians and philosophers. The contribu- 
tions of Freud in our understanding of 
the unconscious and in developing 
psychotherapeutic technics are given in 
some detail. 

Throughout the book illustrative 
cases point up the described sympto- 
matology and methods of treatment in- 
dicated. In this connection the author 
is careful to show the limitations of 
psychiatric treatment and the extreme 
delicacy of psychotherapy as a tool in 
treatment. 

This is an interestingly written book, 
giving the reader a good orientation in 
the field of psychiatry. It will be useful 
to all workers in the health and welfare 
fields, as well as to intelligent laymen. 
To the reviewer the extensive use of 
italics to emphasize important material 
detracted from the book, but this is a 
trivial thing to which other readers may 
not object. Hester B. CRUTCHER 


Rx for Medical Writing. A Useful 
Guide to Principles and Practice of 
Effective Scientific Writing and 
Illustration—By Edwin P. Jordan and 
Willard C. Shepard. Philadelphia: 
Saunders, 1952. 112 pp. Price, $2.50. 

This slim little volume is written pri- 
marily for the clinician but can be help- 
ful to other medical writers as well. It 
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contains practical suggestions concern- 
ing preparation and revision of the 
manuscript, references to the literature, 
form of copy and proofreading, how to 
make an index, preparation of illustra- 
tions for effective reproduction, etc. The 
advice given concerning use of clear and 
simple language and of standardized 
nomenclature, with avoidance of abbre- 
viations and technical jargon, is par- 
ticularly apt today when medical 
literature from this country is in demand 
by foreign readers. Exception must be 
taken, however, to the order of events 
given in Chapter 1: first one decides 
to write an article, next he looks around 
for a subject, and then he undertakes 
an investigation of the chosen subject. 
The written article should be a by- 
product of scientific investigation, not 
its purpose. 

A chapter is included which discusses 
collection, analysis, and presentation of 
statistical data. A little too much is 
attempted in these 27 pages and, since 
the reader is referred to statistics texts 
for a more adequate discussion of the 
subject, some of the technical sections 
could well have been omitted. The best 
section of this chapter is on tables, where 
5 general principles are given to which 
every table should conform. These rules 
are similar to those given by Bradford 
Hill in his Principles of Medical Sta- 
tistics. 

The appendix contains a list of 
references useful to the writer, examples 
of style for listing references, a table 
of proofreader’s marks, and _ several 
other tables. 

The chapters on medical writing and 
on statistics were written by Dr. Jordan 
and the chapter on illustrations by Mr. 
Shepard. ANN DILLon 


Adoption Principles and Services 
—Papers by Florence G. Brown, Frieda 
M. Kuhlmann and Helen P. Robinson, 
Ruth Michaels, Helen W. Hallinan, 
Emily Mitchell Wires, and Catherine 
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Donnell. Reprinted from the Journal of 
Social Casework (now Social Casework ). 
New York: Family Association of 
America, 1952. 42 pp. Price, 85 cents. 

This pamphlet includes seven papers 
written by persons active in the field of 
adoption. Each discussion is illustrated 
by one or more case reports. 

The first three papers deal with 
methods of choosing or, where necessary, 
screening possible adoptive parents; the 
fourth contrasts “adoptable” and “place- 
able” children, gives examples of hard- 
to-place children, and discusses ways to 
combat the black market; the fifth deals 
with ways of bridging over for the child 
the transition from temporary foster 
home to adoptive home; the sixth tells of 
an experiment with an “Assistance 
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ceedings of the 57th Annual Convention. 
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pp. Price, $2.00. 

Brain MecHANisMs IN Coronary DISEASE. 
N. E. Ischlondsky. London: Henry Kimp- 
ton, 1952, 171 pp. Price, 25/-Net. 
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Schuman, 1952. 261 pp. Price, $4.00. 
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1952. 199 pp. Price, $2.75. 
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Fund” to give financial aid to girls who 
needed time to decide regarding place- 
ment of their babies, and who could not 
receive, or felt they could not apply for, 
welfare aid. Mrs. Michaels enters a 
second time with the seventh paper in 
which she points out some of the 
psychological implications which may be 
involved in a couple’s decision to adopt 
a child of other parents. 

This very brief outline scarcely sug- 
gests the thoughtfulness and understand- 
ing which have gone into the preparation 
of these papers. Their reprinting by 
the Family Association of America is in 
itself adequate proof of their value to the 
social worker or to other workers inter- 
ested in the subject of adoption. 
Fiorence A. BROWNE 


West Orange, N. J.: Kessler Institute for 

Rehabilitation, 1952. 49 pp. 

Livinc wits Diapetes. Edward Tolstoi, M.D. 
New York: Crown Publishers, 1952. 90 pp. 
Price, $2.00. 

Low Fat Diet Coox Boox. Dorothy Myers 
Hildreth and Eugene A. Hildreth, New 
York: Medical Research Press, 1952. 131 
pp. Price, $2.95. 

Man ano Epmwemics. C.-E.A. Winslow. 
Princeton, N. J.: Princeton University Press, 
1952. 237 pp. Price, $4.00. 

Menta Propicies. Fred Barlow. New York: 
Philosophical Library, 1952. 249 pp. Price, 
$4.75. 

Microsrotocy or Water ann Sewace. P. L. 
Gainey and Thomas H. Lord. New York: 
Prentice-Hall, 1952. 430 pp. Price, $5.90. 

Norse. Causes, Errects, MrasUREMENT, 
Costs, Controt. University of Michigan 
School of Public Health and Institute of 
Industrial Health. Ann Arbor, Mich.: Uni- 
versity of Michigan, School of Public 
Health. 192 pp. Price, $5.00. 

Personality Measurement. Leonard W. 
Ferguson. New York: McGraw-Hill, 1952. 
457 pp. Price, $6.00. 
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pHere. A Stupy or THe Arropause. Edited 
by Clayton S. White and Otis O. Benson, Jr. 
Albuquerque, N. M.: University of New 
Mexico Press, 1952. 581 pp. plus plates. 
Price, $10.00. 

Pustic Hearts AND WELFARE IN JAPAN. FINAL 
Summary—1951-1952. Vol. I. San Fran- 
cisco, Calif.: Supreme Commander for the 
Allied Powers, Public Health and Welfare 
Section, APO 500, 1952. 136 pp. 

Recent Apvances inv Nutrition RESEARCH 
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A SELECTED PUBLIC HEALTH BIBLIOGRAPHY 
WITH ANNOTATIONS 


RayMonp S. Patterson, Px.D. 


Applied Psychology in M C H— 
Considered here is: what’s to be done— 
within the limitations imposed by public 
health practices—to get quickly at the 
real problems of mother and child? 

Baumcartner, L. Psychiatry and the Child 


Health Services. Am. J. Orthopsychiatry 21, 
4:693 (Oct.), 1951. 


Where Glamour Disqualifies — 
How the (Br.) “home helps” are organ- 
ized, trained, directed, and financed for 
the benefit of the housed chronic sick, 
the aged and infirm, and for at-home 
maternity cases is related here. “The 
service has been an outstanding success,” 
says the relator. 


Datrey, A. The British Home Help Service. 
Am. J. Nursing 52, 8:991 (Aug.), 1952. 


Handywoman — Introducing the 
public health assistant! She helps pro- 


fessional workers in clinics and schools; 
keeps clinic rooms in order; replenishes 
and sterilizes supplies; assists in patient 
examinations; provides educational ma- 
terials; acts as receptionist; keeps 
records; and performs many other re- 
lated duties as assigned to her. 


Dawson, J. M. The Public Health Assistant 
in a Health Department Program. Pub. Health 
Nursing 44, 3:443 (Aug.), 1952. 


Children Have More Colds—It 
seems logical to assume, this paper con- 
cludes, that variations in incidence of 
respiratory infections with age are due 
for the most part to changes in suscep- 
tibility of the host. (Note: having once 
tripped over a simple +, I have become 
extremely respectful of papers employ- 
ing coefficients of correlation, so the 
findings are meekly passed on to you.) 
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Downes, J. Change with Age in Suscepti- 
bility to Minor R ry Illness. Milbank 
Mem. Fund Quart. 33, 3:211 (July), 1952. 


Through Interdepartmental Effort 
—tThis is a state paper in six senses of 
the word. Mostly it is concerned with 
what health departments should be plan- 
ning and doing about heart disease. 


Hittesor, H. E. Public Health and Medi- 
cine at the Crossroads. Pub. Health Rep. 
67, 8:767 (Aug.), 1952. 


Intensity, Duration, Potency — 
Marshaled here are arguments opposed 
to the idea that physiologic aging is 
chiefly responsible for most cancers. If 
you have been harboring that assump- 
tion, then you'll want to look into this 
Teasoning. 

Hverer, W. C. Age Aspects of Environ- 


mental and Occupational Cancer. Pub. Health 
Rep. 67, 8:773 (Aug.), 1952. 


Snail Pace—At the rate we are mov- 
ing it will take a hundred years to 
fluoridate the 16,750 public drinking 
water supplies. 

. Kwyvutson, J. W. Fluoridation of Public 
Drinking Waters. South. M. J. 45, 8:748 
(Aug.), 1952. 


Answer: More Than You Think— 
Do you have automobile mileage allow- 
ance troubles—at either the giving or 
receiving end of the bargain? Then 
you'll welcome this cost accountant’s 
answer to the question in the title of 
the paper. 


Runznemer, R. E. What Does it Cost To 
Operate a Salesman’s Car Today? Pub. Health 
Nursing 44, 7:398 (July), 1952. 


Help Wanted—Budgeted positions 
in 1,300 official health agencies are 
listed—with proportions filled and va- 
cant noted. Then follows a revealing 
analysis of the need by type of agency, 
geographic. area and community size. 
Demand will increase, so what’s to be 
done about the situation? 


Suerarv, W. P. Manpower Shortages in 
Official Health Agencies. Pub. Health Rep. 67, 
8:709 (Aug.), 1952. 


A Yes—With Qualifications— 
Pros and cons for the adoption of stand- 
ards for environmental health services 
are given a useful airing in this presen- 
tation of the N S F Standards. 

Snyper, W. F. Environmental Health 


Standards—Benefits and Dangers. Modern 
San. 4, 8:17 (Aug.), 1952. 


Lethal Remedy ?—This presidential 
address offers as a cure for the present 
woes of the British public health serv- 
ices, the creation of a full-time, salaried 
medical service. Then “long overdue 
attention will be directed to the factors 
that really matter in promoting the 
physical well-being of the nation. . . .” 

Torrmc, A. “Taking Stock.” J. Roy. San. 
Inst. 72, 4:268 (July), 1952. 


Some Thoughts on Pneumonia— 
Though antibiotics have halved pneu- 
monia death rates the incidence of the 
disease has not decreased. We have 
pneumonia with us much of the year 
and youngsters and old people are at- 
tacked most often. It is no respecter 
of persons and favors certain house- 
holds. 

Tucuer, D. Incidence of Pneumonia in Two 


Communities in New York State. Milbank 
Mem. Fund Quart. 30, 3:224 (July), 1952. 


As We Shift from “Survive” to 
“Thrive”—Several of the papers pre- 
sented at the University of Michigan 
Conference on Public Health Statistics 
are spread out for your professional 
betterment. It is enough here to add 
that théy become a “must” for every- 
one who aspires to vision beyond the 
end of his nose. 


Verz, C. J., et al. Vistas in Public Health 
Statistics (and four related papers). Pub. 
Health Rep. 67, 8:725 (Aug.), 1952. 


Perhaps It’s Not Cigarettes 
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“If healed primary tuberculosis is, as the 
present writers believe, the more im- 
portant factor, one would expect the 
present steep climb in the death rate 
from bronchogenic carcinoma to con- 
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tinue for only a few ;ears, then level 
off and begin to decline. . . .” 


Wooprurr, C. E., et al. Anatomic Relation- 
ships Between Bronchogenic Carcinoma and 
Calcified Nodules of the Lung. Am. Rev. 
Tuberc. 66, 2:151 (Aug.), 1952. 


1{ additional information is desired regarding the articles listed in this Bibli- 
ography, please communicate directly with the publications in which they appear; 
the addresses are furnished for your convenience. 


Am. J. Nursing (American Journal of Nursing) 2 Park Ave., New York 16, N. Y. 

Am. J. Orthopsychiatry (American Journal of Orthopsychiatry) 303 Lexington Ave., New 
York 16, N. Y. 

Am. Rev. Tuberc. (American Review of Tuberculosis) 1790 Broadway, New York 19, N. Y. 

J. Roy. San. Inst. (Journal of the Royal Sanitary Institute) 90 Buckingham Palace Road, 
London, S.W.1, England 

Milbank Mem. Fund Quart. (Milbank Memorial Fund Quarterly) 40 Wall Street, New 


York 5, N. Y. 


Modern San. (Modern Sanitation) 855 Avenue of the Americas, New York 1, N. Y. 

Pub. Health Nursing (Public Health Nursing) National Organization for Public Health 
Nursing, 2 Park Ave., New York 16, N. Y. 

Pub. Health Rep. (Public Health Reports) Superintendent of Documents, Gov. Pig. Office, 


Washington, D. C. 


South M. J. (Southern Medical Journal) Empire Building, Birmingham, Ala. 


Public Health in Foreign Periodicals 


GEORGE ROSEN, M.D., Px.D., F.A.P.H.A. 


Note: This is the third and last of 
three columns devoted to recent period- 
ical literature on African health prob- 
lems. The first two in this series 
appeared in the February and May, 
1952, issues of the Journal. 


CONTROL OF TUBERCULOSIS IN 
SOUTH AFRICA 

is today one of the 

most important health problems in 
South Africa. Dormer analyzes the 
problem and discusses the steps that 
must be taken if the disease is to be 
brought under control.! Epidemiolo- 
gists have talked glibly about racial sus- 
ceptibility, e.g., Borrell and Cummins 
who had experience with Negro troops 


from French Equatorial Africa and from 
the Cape who were sent to France dur- 
ing the first World War. Dormer dis- 
cusses the fallacy of racial susceptibility, 
taking the position that tuberculosis is 
fundamentally a disease of environ- 
mental stress. The major stress factors 
involved are (a) nutritional, (b) physi- 
cal effort and consequent fatigue, (c) 
crowding leading to infection and 
repeated reinfection, and (d) the 
presence of other diseases. In order 
to deal with the problem on this basis, 
it is necessary to have a thorough 
knowledge of the community environ- 
ment, including the following subjects: 
food (amount consumed, quality, 
habits), housing (especially persons per 
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room), work, transport, recreation, com- 
munal hygiene (sewage disposal, water 
supply), and the hygienic habits of the 
people. The next steps are te ascertain 
by age groups how many persons show 
tuberculous infection, how many people 
are actually diseased, and how many die. 
In these terms it will be possible to say 
with relative accuracy that such and 
such environmental stresses acting on a 
given community will produce each year 
so many cases of tuberculosis and so 
many people will die of the disease. 

Every attempt should be made to re- 
move or mitigate environmental stresses, 
because improved environment will form 
the real basis of control. With such 
action should go all other measures de- 
signed to deal with specific aspects of the 
problem. In this connection case 
finding is extremely important. A high 
percentage of cases will need isolation, 
preferably in a rural environment near 
the patient’s home and in close associa- 
tion with medical care, such as is pro- 
vided by health centers. Others may be 
treated in their own homes. Isolation 
and treatment should be accompanied by 
occupational therapy and rehabilitation, 
if possible. Whether or not to use BCG 
vaccination is still an unsettled question 
in South Africa. The author emphasizes 
the need for proper education of the in- 
dividual and the community in hygiene, 
and points finally to the need for keeping 
the family intact when the breadwinner 
is sick with the disease. 


INCIDENCE OF TUBERCULOSIS IN 
BANTU BABIES 

The problem of tuberculosis among 
the Bantu is of great importance in 
South Africa. For the year ended June 
30, 1947, the Annual Report of the 
Secretary for Health stated that during 
that year 153.13 per 100,000 of the 
Bantu population were reported as cases 
of pulmonary tuberculosis. In the same 
year the reported death rate was 47.36 
per 100,000. The Annual Report for 


Books AND REPORTS 


1341 


the Pholela Health Center for the year 
ended June 30, 1950, shows that the 
known case prevalence for all types of 
tuberculosis was 15.7 per 1,000. Dormer 
estimated the number of Bantu deaths 
from tuberculosis in South Africa at 
16,000 per year, both urban and rural, 
out of a population of approximately 
8,000,000. In Durban, the annual re- 

case rate and death rate for all 
forms of tuberculosis in Bantus is 8.82 
and 3.60 per 1,000 respectively. In 
view of these figures, a high incidence of 
tuberculous infection is to be expected 
among infants. 

Gampel ? made a study of tuberculosis 
in infancy, dealing specifically with a 
group of Bantu babies from Lamont- 
ville, who were born during the period 
January 1—December 31, 1949. La- 
montville is a Durban municipal housing 
project for urban native families con- 
sisting of 682 homes and a population 
of 4,300. During 1949 there were 209 
live births in this area. Sixty-six of 
these babies were excluded from the 
study for various reasons. The report 
is thus based on the results of tuberculin 
patch tests on 143 babies who were 
tested at least once in their first year 
of life. At the end of this year, 96 of 
the 143 babies were still under investiga- 
tion. Thirty-five of the 143 infants 
tested (24.5 per cent) were found to 
be tuberculin-positive in the first year 
of life. Seven of the 35 occurred in the 
first 12 weeks of life and 17 in the first 
24 weeks. The earliest age at which a 
positive reaction was found was in a 
baby aged six weeks. At the end of the 
9-12 month period the following results 
are definitely known: 63 negative, 35 
positive, ahd 45 who were negative at 
earlier age periods, but not tested in the 
9-12 month period. The author be- 
lieves that the probable incidence of in- 
fection in the first year of life is more 
likely 32.3 per cent than 24.5 per cent 
which is felt to be too low. A longi- 
tudinal study which allows for periodic 
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testing of each individual at various 
age levels, is considered to be the method 
of choice in attempts to assess the inci- 
dence of tuberculous infection in 
children. 


MALARIA IN SOUTH WEST AFRICA ® 

Malaria is an extremely vital 
health problem in Africa. This is 
underscored by a recent malaria survey 
of South West Africa. The climate of 
this region is of the desert type, that is, 
hot days followed by very cold nights. 
This climate undoubtedly has an in- 
fluence on malaria endemicity and is 
believed to play a role in several in- 
stances of anophelism without malaria 
that were encountered. The presumed 
vectors are Anopheles gambiae over the 
entire territory, plus A. fumestus on the 
Okovango. The possible role of A. 
listeri as a vector was not settled. The 
endemicity of the disease was estimated 
from the spleen and parasite rates of 
different age groups in the native popu- 
lation. The highest malarial endemicity 
occurs along the Okovango River and 
probably on the Kunene and the sur- 
rounding area. Southward from this 
area the degree of endemicity gradually 
decreases. In the areas surveyed Plas- 
modium falciparum accounts for slightly 
over 90 per cent of the malaria. P. 
vivex and P. malariae make up the rest 
in approximately equal proportions. It 
is believed that control by means of re- 
sidual insecticides offers the best hope 
for the highly endemic areas in this 
region. 


TRACHOMA IN THE SOUTH AFRICAN 
BANTU 

As a result of recent surveys organized 
by the South African National Council 
for the Blind, it has been established 
that there are many cases of trichiasis, 
entropion, and blindness among the 
Bantu in the Northern Transvaal. A 
1949 survey in Sekukuniland reported 
a 22 per cent incidence of trichiasis and 
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entropion and a blindness rate of 7.6 
per 1,000 compared with less than 1 
per 1,000 among South African white. 

To decide whether trachoma was in- 
volved, a survey was undertaken at the 
Jane Furse Memorial Hospital and sur- 
rounding districts of Sekukuniland ap- 
proximately 200 miles northeast of 
Johannesburg.* A total of 503 children 
ranging in age from 1 month to 18 years, 
of whom 281 were females and 222 were 
males, were examined. These children 
came from two villages. The eye con- 
ditions in both groups were identical. 
Naked-eye signs of trachoma were 
found in 87 per cent of the children. 
Only 68 cases (13 per cent) had ap- 
parently normal lids. A random sample 
of 47 of these apparently normal chil- 
dren was examined by loupe, and 38 
cases were found to have pannus. 
These 38 cases raise the incidence to 
94 per cent. Only 5 out of 99 babies 
under 2 years escaped infection, while 
every one of 80 children aged 3 and 4 
years was infected. The infection was 
spread to a very large extent by flies. 
The authors of this report point out that 
the flies can be discouraged by the 
simple expedient of washing the face. 
A supply of water in the villages wouid 
be of inestimable benefit. 


RELAPSING FEVER IN SOUTH AFRICA 

While relapsing fever is not a public 
health problem at present, rapid indus- 
trial expansion coupled with the policy 
of decentralizing industry closer to 
native areas may yet turn it into an im- 
portant health hazard. For this reason 
and because it may become an economic 
menace as well should further indus- 
trialization of rural areas take place, 
studies were undertaken to see how far 
the newer insecticides with a residual 
effect could be of use in controlling and 
combating the vector. The vector tick, 
Ornithodorus moubata is very widely 
distributed over the Northern Trans- 
vaal. The tick has a predilection for 
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human dwellings constructed of wattle 
and daub, and the disease is intimately 
associated with this type of house. Two 
methods of control are described. The 
first is to break down tick-infested build- 
ings and rebuild, preferably with rein- 
forced concrete. This type of con- 
struction gives the tick no protection. 
This method is recommended for places 
where natives live crowded together and 
where relapsing fever is a danger. This 
method of tick control is expensive but 
it gives permanent results, and also im- 
proves the living conditions of the 
people. On a citrus estate in the 
Northern Transvaal, this kind of con- 
trol cost £13 per employee. The second 
method is to decrease, if not eradicate, 
Ornithodorus by means of insecticides 
with a residual effect. BHC has been 
found satisfactory when applied to the 
inner walls of native huts in concentra- 
tions of 300 mg. gamma-isomer per 
sq. ft. and upwards. Ticks from huts 
sprayed with BHC showed considerable 
retardation of ovideposition. A BHC 
emulsion consisting of 17 per cent BHC 
with 4 per cent gamma-isomer was used 
in these experiments. Similar DDT 
formulations tested lacked residual 
effects. Others were ruled out by cost 
and availability. 


AN EPIDEMIC OF DOUBTFUL ETIOLOGY 

During 1950 and 1951 a fairly wide- 
spread epidemic affecting young children 
occurred in Salisbury, Southern Rho- 
desia.° Beginning in June, 1950, a large 
number of children were seen who pre- 
sented a uniform but unusual clinical 
syndrome. The illness was character- 
ized by marked pallor, fleeting joint 
pains, recurrent abdominal pain, pro- 
longed pyrexia, a raised sedimentation 
rate, negative physical findings, and fol- 
lowed after many months by a slow but 
complete recovery. A total of 65 cases 
was treated during the period June, 
1950-April, 1951. The sex incidence 
was: female 39, male 26. Most of the 


Books AND REPORTS 


1343 


cases occurred during the ages from 
5 to 7 years, the youngest being 234, the 
eldest 12 years. Reports of similar out- 
breaks in various parts of South and 
East Africa appeared in the lay press, 
but no report has yet appeared in the 
medical literature. A pertinent fact is 
that during 1950 the outbreak was pre- 
ceded by a major epidemic of strepto- 
coccal diseases. After following the 65 
cases throughout the course of their 
illness, the investigators believe that the 
children probably suffered from one of 
the sequelae of streptococcal infection, 
namely, the post-streptococcal state. 


CEREBRAL PALSY IN SOUTH AFRICA* 

Interest in the problems of children 
with cerebral palsy is quite recent in 
South Africa. It has been estimated 
that there are about 3,000 of these chil- 
dren in the Union, and the National 
Council for the Care of Cripples in 
South Africa has undertaken to make a 
questionnaire study in order to ascertain 
more precisely the incidence of cerebral 
palsy. There is a School for Cerebral 
Palsy at Pretoria, and limited facilities 
for treating these children in other parts 
of the country (Durban, Meerhof, 
Kimberley, Johannesburg, Pretoria, and 
Pietermaritzburg). The schools in Pre- 
toria and Johannesburg are day schools 
with admission restricted to cerebral 
palsy cases. The other centers take 
limited numbers of these children as 
part of their activities on behalf of 
handicapped children. Some of this 
work is under the auspices of the Na- 
tional Council for the Care of Cripples. 
Some is the responsibility of the prov- 
inces. school at Kimberley is under 
the control of the Union Department of 
Education and the one in Johannesburg 
is run by a voluntary, independent body. 
South Africans concerned with this 
problem believe a stage has been reached 
when contributions from local or public 
authorities need to be coérdinated and 
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for and duplication of services, so that 
these may be provided as economically 
and efficiently as possible. It is pro- 
posed that the problem of cerebral palsy 
be dealt with in terms of a national 
policy for all of South Africa. 


MEDICAL CARE AND FAMILY PRACTICE ® 
The altered social and economic situ- 
ation in which the medical practitioner 
must today do his work is of great in- 
terest and concern to all occupied with 
the problem of medical care. There is 
an awareness of the increasing dimin- 
ution of family practice, coupled with 
a recognition that if the medical care 
is not to deteriorate, the principles and 
concept of family practice must be in- 
tegrated into the medical school, the 
hospital, and daily medical practice. 

In South Africa, the National Health 
Service Commission Report of 1944 gave 
considerable attention tc the question 
of general family practice. The Com- 
mission reached a number of conclu- 
sions which culminated in their recom- 
mendation of the Health Center as the 
foundation of a National Health Service, 
where group practice of doctors with 
dentists and other medical personnel 
would encourage the doctor to combine 
preventive and curative care of the 
families served. On the Commission’s 
recommendation the South African gov- 
ernment agreed to establish a number 
of health centers where the need for 
such services was great. 

By the end of 1951, this service con- 
sisted of some 34 health centers in 
various parts of South Africa, providing 
services to different communities, Euro- 
pean, Indian, and Negro. In addition, 
a special institution was created by the 
Department of Health to carry on any 
necessary research and to provide ex- 
perience needed by the personnel to 
staff the Health Center Service. This 
institution, the Institute of Family and 
Community Health, has been established 
in Durban for about five years. 
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The Institute is organized to provide 
a wide range of experience in family 
health, and in medical care provided by 
a medical team, including the general 
physician, dentist, nurse, and health 
educator.’ In its service to families, this 
medical team is supported by more 
specialized divisions of the Institute, so 
that the family physician has at his dis- 
posal laboratory facilities and other 
supplementary services. The Institute 
comprises three major units: the Prac- 
tising Sections (Health Centers), the 
Divisions (Family and Home Health, 
Epidemiology, Nutrition, Control of 
Communicable Diseases and Environ- 
mental Hygiene, Physiology and Clinical 
Pathology, Dentistry and Oral Hy- 
giene), and the Social Medicine Re- 
search Unit. In addition, there is a 
family nursing service and a community 
health education program. 


THE PHOLELA HEALTH CENTER 

An idea of the manner in which the 
health center program operates is given 
by Kark and Cassel in their progress 
report on the Pholela Health Center.'° 
The essential features include care of the 
sick and prevention of illness by the 
doctor and nurse associated with a pro- 
gram of health education carried out by 
specially trained “health assistants” 
acting under the direction of the doctor. 
The health center program comprises a 
general service and a more intensive 
family heaith and medical care program. 
The general service includes outpatient 
treatment of the sick, and special ses- 
sions for prenatal care and infant care. 
The family health and medical care pro- 
gram was started in 1942 with 130 
families, a total population of a little 
less than 900 persons. By gradually 
extending the area of this service, the 
Center now provides for a population 
of some 8,500 people in the Pholela dis- 
trict. 

Each doctor on the staff is responsible 
for some 400 to 500 families in a specific 
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area. This means that he serves be- 
tween 2,500 and 3,500 people. His 
duties include treatment of the sick at 
the Center, and in the home when neces- 
sary; preventive services based on the 
periodic health examination; and di- 
rection of the nursing service and hea ‘th 
education program. Like the doctor, 
each nurse is concerned with both pre- 
ventive and curative aspects of nursing 
in the families she serves. The main 
orientation is toward the care of the ex- 
pectant mother, obstetrics, and the care 
of the mother and her baby. The main 
function of the health assistants is 
health education. By means of home 
visiting, group discussion and practical 
demonstration, an intensive educational 
program is put into effect. The major 
aim is to stimulate the people to modify 
their way of life so as to lead to better 
standards of health. 

Among the more important changes 
noted during the past ten years are: an 
increasing interest and active codpera- 
tion of the people in the project, as 
demonstrated by improvements in their 
own homes; a marked reduction in the 
occurrence of cases of gross nutritional 
inadequacy, associated with changing 
dietary habits, particularly in the feed- 
ing of infants; and a steady decrease in 
crude mortality and infant mortality 
rates. The authors of this report do 
point out, however, that there are im- 
portant adverse influences on the health 
of the community with which the health 
center cannot deal. Among these are 
soil erosion, and the system of migrant 
labor which creates instability in famity 
relationships. This indicates the need 
for a broader program to deal with these 
social, economic, and technological prob- 
lems, and for the effective linkage of 
such a program to the health services. 
[This is a very interesting and signifi- 
cant paper, which should be read by 
anyone who is interested in the prob- 
lems of health care and _ public 
health. } 
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NUTRITION AND HEALTH 

The importance of nutrition for the 
health care of the South African popu- 
lation, especially the Negro group, is 
recognized by public health workers. 
DuPlessis, van de Wall, and Smit have 
attempted a food balance sheet for South 
Africa as a basis for a program of 
action." Approximately three and a 
half million natives in the reserved ter- 
ritories get very little animal protein, 
and most of it is derived from animals 
dying of disease and drought and a 
small amount of milk from native herds. 
As these sources do not provide an ade- 
quate supply of animal protein, this 
Bantu population group must receive 
special attention in connection with their 
diet. In. regard to the Europeans and 
the better situated sections of the com- 
munity there is an adequate amount of 
animal protein, and except for the very 
poor protein inadequacy does not seem 
to be a problem. 

In South Africa, with its heteroge- 
neous population, dietary calculations 
must be determined by food habits and 
physiological adaptation. Diets have 
therefore been worked out for racial 
groups. Whites, coloreds (mulattoes) 
and Asiatics (Indians, etc.), have been 
grouped together, while the urban and 
rural Bantu have been considered as 
two separate dietary groups. As it will 
take time to produce an adequate mixed 
diet within reach of all sections of the 
community, the immediate practical aim 
is to enrich, in a suitable physiological 
balance, maize meal with defatted, de- 
odorized fish meal, which could be made 
availabje within a fairly short period. 

Experiments in the use of fish as a 
source of protein are reported by Irving, 
Smuts, and Sohn.’* In these experi- 
ments the biological value and the true 
digestibility of the proteins of a highly 
purified and palatable whitefish flour, as 
well as its supplementary value on the 
proteins of bread, were tested on rats. 
The whitefish flour was prepared from 


7 
| 
: 
. 
§ + 
> 
: 
. 


1346 


whitefish meal by extracting the fatty 
constituents with fat solvents. The 
final product was a white, tasteless, and 
odorless powder, containing 86.2 per 
cent protein (89.4 per cent on a dry 
basis). The biological value of the 
whitefish meal, from which the flour was 
prepared, was found to be 94, with a 
true digestibility of 97. The addition of 
only 4.69 per cent of whitefish flour 
protein to the standard bread diet in- 
creased the biological value of the sup- 
plemented bread protein by almost 10 
per cent. 

While much has been written about 
the health conditions of the Bantu, only 
two extensive studies dealing with Bantu 
children have been published. Both 
these studies showed the presence of a 
varying degree of malnutrition. From 
this work it was felt worth while to 
study ‘intensively a small number of 
Bantu children, and to determine to 
what extent a careful clinical assessment 
of the children could be correlated with 
the radiological, dental, and laboratory 
data obtained. LeRiche and his col- 
laborators describe the organization and 
scope of such a study and provide in- 
formation about the children at the start 
of the experiment.'* Under an Act of 
1937, children guilty of criminal acts 
may be sent to reformatories adminis- 
tered by the South African Department 
of Education, Arts and Science. Diep- 
kloof, near Johannesburg, is one such in- 
stitution to which Bantu boys are sent 
for a number of years. For this study, 
two groups of 30 boys were selected out 
of 700 available boys. The groups were 
similar as far as possible with respect 
to age, height, and weight. One group 
received the standard diet at the re- 
formatory while the other received a diet 
resembling that commonly consumed in 
rural and urban areas. The boys were 
put on the experimental diets on Feb- 
ruary 1, 1951. Initial clinical examina- 
tions were completed by February 14, 
1951. 
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The present paper reports findings in 
the initial examinations. Later reports 
will present future findings. The in- 
vestigators find it difficult to consider 
the various signs of dietary deficiency 
as definitely indicating a pathological 
state in this group of boys. About one- 
third of them had skins which appeared 
to be unsatisfactory. It is difficult to 
say whether the thickening and pig- 
mentation of the sclera may or may not 
be a sign of dietary deficiency. About 
half of the cases had signs of chronic 
cheilosis. There were five cases of 
acute cheilosis. ental caries, usually 
involving only a few teeth in each child, 
was found in about half the cases. 
Gingivitis of a moderate degree was com- 
mon. Laboratory tests showed that 45 
per cent had intestinal parasites, 13.9 
per cent urinary schistosomiasis, and 10 
per cent baccilluria. No case was found 
of pulmonary tuberculosis on x-ray, 
although 4 cases remain under observa- 
tion. The modified Ide test for syphilis 
was positive in 11 cases out of 57. There 
is a question whether this necessarily 
indicates some form of syphilis. Hemo- 
globin values were high, as indicated by 
a mean of 13.9+ 0.16 gm. per cent. A 
problem for further study is the possible 
influence of intestinal helminthiasis, 
urinary schistosomiasis, and B. coli 
bacilluria on those signs commonly con- 
sidered as signs of malnutrition. 


MENTAL ILLNESS IN THE GOLD COAST 

While most of our attention has been 
devoted to South Africa, we will now 
turn briefly to some health problems in 
other parts of the African continent. 
Tooth '* reports on mental illness among 
inhabitants of the Gold Coast. His re- 
port is one of a series undertaken to 
investigate the forms of neurosis and 
psychosis among West Africans. In 
the Gold Coast there is only one insti- 
tution for the care of the mentally ili, 
the Colonial Mental Hospital at Accra. 
This was designed to serve the needs of 
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the Gold Coast colony, Ashanti, and the 
Northern Territories, and later, of 
British mandated Togoland. It was 
built to accommodate 400 patients; the 
present population is 650. For many 
years, the primary function of this hos- 
pital has been to protect the public from 
dangerous psychotics, so that the in- 
mates are not representative of the mass 
of mentally ill persons in this area. 
Furthermore, owing to transport diffi- 
culties, the wide area served and the 
attitude of the people to mental illness, 
it is seldom possible to establish contact 
with the relatives of patients. For these 
reasons, it was decided to base the in- 
vestigation on patients examined in their 
homes in the presence of their relatives. 
The majority of these were psy- 
chotics. 

During the period of two years cov- 
ered by this report approximately 400 
examples of mental illness were seen, 
but in less than half this number was it 
possible to obtain anything like a satis- 
factory record of the illness. In 173 
cases, however, sufficiently adequate in- 
formation was obtained, and the author 
deals with these cases. This group con- 
tained 110 males and 63 females, and 
of the total number 24 were literate and 
20 semiliterate. In the majority of these 
patients, the mental illness began in 
early adult life. The major diagnostic 
groups discussed are as follows: organic 
states, 36; delusional states, 38; 
schizophrenia, 33; affective states, 34; 
mental defect, 6; psychopathy, 4; neu- 
rosis, 15; unclassified psychotics, 7. 
There was a preponderance of males in 
every group except that made up of the 
affective disorders. The part played by 
concomitant organic factors in precipi- 
tating and prolonging a psychosis is im- 
possible to estimate fom a field survey 
of this kind. Considering the variety of 
endemic infections and infestations, and 
the frequency of minor nutritional dis- 
orders, the small number of organic 
mental reactions directly attributable to 
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these causes is surprising. According to 
the author, it is relatively easy on the 
whole to recognize the standard psy- 
choses when they occur in Africans who 
have been in contact with Western 
civilization, but among those who live 
their lives in the bush, or who have 
had little or no contact with Europeans 
and no schooling, diagnosis is less cer- 
tain. He suggests that there are real 
differences in the quality of the psy- 
chotic reactions of individuals with 
different racial and cultural back- 
grounds, differences which make it im- 
possible to fit them into the accepted 
nosological framework. 


POLIOMYELITIS IN TUNISIA 
From Tunisia in Nerth Africa, Ben- 
mussa and his coauthors report on two 
epidemics of poliomyelitis which 
occurred in 1946 and 1950." These 
are said to have been the first outbreaks 
of this disease to have been observed 
in Tunisia, and the former is alleged 
to have broken out shortly after the 
passage of American troops. The first 
outbreak having occurred at the sea- 
shore was attributed to bathing; the 
second affected chiefly infants who were 
not near the coast and its origin re- 
mained undetermined. 


RINGWORM IN TUNISIAN SCHOOLS 

Ringworm of the scalp is widespread 
in Tunisian schools.* In June, 1950, 
a survey by school and public health 
physicians brought to light 3,676 cases 
out of 123,000 pupils. In view of the 
fact that there were actually 160,000 
pupils, it is believed that the total num- 
ber of cases is probably closer to 6,500. 
More cases occur in rural than urban 
districts. The condition is found chiefly 
among children in the lowest economic 
and social classes, and rather among the 
younger children who have only recently 
come to school. Control is by case 


finding, removal from the school, and 
treatment. 
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CAMPAIGN AGAINST TRACHOMA IN 
TUNISIA 

Trachoma is an important public 
health problem in Tunisia." In July, 
1951, the Ministry of Public Health 
undertook a preventive campaign to con- 
trol this disease. It was planned to 
undertake two campaigns annually 
against eye diseases, specifically con- 
junctivitis, one in the spring, the other 
in the fall. In view of the fact that 
the widespread seasonal epidemics of 
conjunctivitis which break out regularly 
are one of the most favorable factors 
for the development of trachoma, the 
Minister of Public Health undertook to 
intensify activity at such times by 
mobilizing all medical personnel to find 
and treat cases of ocular disease, and 
by undertaking a broad campaign of 
health education to inform the popula- 
tion about the care of the eyes and the 
prevention of eye disease. The first 
seasonal campaign was carried out dur- 
ing the period September 3-17, 1951. 
Physicians, nurses, midwives, and other 
medical and public health workers were 
enlisted in this effort. A total of 132,700 
patients were found and treated during 
this two-week period. Practically all 
media (printed materials, radio, film) 
were employed in the educational cam- 
paign. Of the total cases found, 
69,950 had trachoma. A mass thera- 
peutic campaign was undertaken with a 
variety of medicaments. It was found 
that aureomycin gave the best results. 
The results of this first attempt were 
most encouraging. As a result, the two- 
week campaign was followea by intensi- 
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fied work in the schools when the stu- 
dents returned in October. It should 
also be noted that a campaign to control 
flies was undertaken at the same time. 
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ASSOCIATION NEWS 


EIGHTIETH ANNUAL MEETING 
AMERICAN PuBLIC HEALTH ASSOCIATION 
CLEVELAND, On10, OctoBer 20-24, 1952 


DR. DOWNS JOINS APHA STAFF 

The Executive Board of the APHA 
has appointed Dr. Elinor Fosdick Downs 
to the staff of the Association Commit- 
tee on Child Health. This Committee 
was established in 1947 (see AJ.P.H., 
Feb., 1948, page 295, Dec., 1949, page 
1605, and Sept., 1950, page 1204), and 
is under the chairmanship of Dr. Samuel 
M. Wishik, professor of maternal and 
child health, Graduate School of Public 
Health, Pittsburgh, Pa. New responsi- 
bilities have recently been assumed by 
the Committee, in the compilation of up- 
to-date standards and recommended 
practices in community programs for 
handicapped children, so that adminis- 


Fosptck Downs, M.D. 


trators and other professional workers 
may have access to sound and helpful 
material. This work is made possible by 
the financial aid of the Association for 
the Aid of Crippled Children of New 
York and the New York Fund for 
Children. 

Dr. Downs joined the staff on Septem- 
ber 1, 1952. She is a graduate of the 
Johns Hopkins University School of 
Medicine, and after completing her 
clinical training, she entered the private 
practice of pediatrics in the town of 
Litchfield, Conn. In 1945 she joined 
the part-time teaching staff at Babies 
Hospital, College of Fhysicians and 
Surgeons in New York, and served also 
as school physician to the Bronxville 
Public Schools. From 1949 to 1951 she 
served as medical officer in the maternal 
and child health section of the WHO in 
Geneva, Switzerland. Dr. Downs has 
been certified by the American Board of 
Pediatrics, and she received her M.P.H. 
from the Columbia University School of 
Public Health in 1952. 


DR. STEBBINS ELECTED TO 
EXECUTIVE BOARD 

Ernest L. Stebbins, M.D., M.P.H., of 
Baltimore, director of the School of 
Hygient and Public Health, Johns 
Hopkins University, and former Com- 
missioner of Health of New York City, 
has been elected a member of the 
Executive Board, APHA, to fill the un- 
expired term of the late Joseph W. 
Mountin, M.D., assistant surgeon gen- 
eral, USPHS. 
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The election of Dr. Stebbins was from 
a slate of three persons submitted by 
mail to the Governing Council members 
upon nomination of a special committee 
appointed by President Gaylord W. 
Anderson, M.D., consisting of Joseph G. 
Molner, M.D., chairman, Detroit, Mich.; 
Goldie Corneliuson, M.D., and Walter 
D. Tiedeman, C.E. 


NEWS OF APHA AFFILIATED SOCIETIES 

California—The following officers 
were elected at the 1952 Annual Meet- 
ing of the Northern California Public 
Health Association held on June 27th: 


President—Rena Haig, chief, Bureau of Public 
Health Nursing, State Department of Public 
Health, San Francisco 

President-Elect—Ellis D. Sox, M.D., director 
of public health, City Health Department, 
San Francisco 

Vice-President—Marian Dingley, chief bac- 
teriologist, City Health Department, Rich- 
mond 

Secretary—Doris L. Robinson, director of 
nursing, City Health Department, San Fran- 
cisco 

Treasurer—Fern E. French, lecturer in public 
health, School of Public Health, University 
of California, Berkeley 

Representative to Western Branch, APHA— 
Thomas McGowan, public health engineer, 
City Health Department, San Jose 

Representative to Governing Council, APHA— 
Levitte B. Mendel, director of health educa- 
tion, City Health Department, San Jose 


Colorado—The 1952 Annual Meeting 
of the Colorado Public Health. Associa- 
tion was held on June 4, immediately 
preceding the meeting of the Western 
Branch of the APHA, in Denver. Offi- 
cers were elected by this Affiliated 
Society as follows: 


President—David R. L. Duncan, M.D., direc- 
tor, Tri-County District Health Department 
Denver 

Vice-President — Marlene Gardner, Grand 
Junction 

Secretary—B. C. Booth, Greeley 

Treasurer—Helen Mason, Denver 


Connecticut—The 1952 Annual Meet- 
ing of the Connecticut Public Health 
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Association was held in connection with 
the New England Health Institute at 
the University of Connecticut on June 
19. At this time the following officers 
were elected to serve for the ensuing 
year: 


President—Friend Lee Mickle, Sc.D., director, 
Bureau of Laboratories, State Department 
of Health, Hartford 

President-Elect — Leonard Parente, M.D., 
health officer, Hamden 

Vice-President—Bertram E. Marks, M.D., 
health officer, Middletown 

Secretary—Roslyn A. Rosen, health education 
assistant, Connecticut Tuberculosis Associa- 
tion, Hartford + 

Treasurer—Marian L. Arnold, director, Con- 
necticut Dairy and Food Council, Hartford 


The new representative to the Gov- 
erning Council of the APHA is Douglas 
H. Fryer, M.D., health officer of Water- 
bury. The alternate representative is 
Marion H. Douglas, executive director, 
Visiting Nurse Association of Hartford. 


Massachusetts —- The Massachusetts 
Public Health Association held its 1952 
Annual Meeting, June 18-20, on the 
University of Massachusetts campus at 
Amherst in conjunction with the Am- 
herst Health Conference. The following 
new officers were elected at this meeting: 


President—John E. Gordon, M.D., professor 
of preventive medicine and epidemiology, 
Harvard School of Public Health, Boston 

President-Elect—Sophie C. Nelson, assistant 
secretary and director, Visiting Nurse Serv- 
ice, John Hancock Mutual Life Insurance 
Company, Boston 

Vice-President—Ralph L. France, acting head, 
Department of Bacteriology and Public 
Health, University of Massachusetts, Am- 
herst 

Recording Secretary—Julia M. Courtney, co- 
ordinator of health education, State Depart- 
ment of Public Health, Boston 

Treasurer—Genevieve Young, Ph.D., associate 
professor of biology, Boston University, 
Boston 


Elected representative to the Govern- 


ing Council of the APHA was John H. 
Cauley, M.D., commissioner, Health 
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Department, Boston, and alternate, 
Margaret H. Tracy, assistant director, 
Health, Hospital and Medical Care Di- 
vision, United Community Services, 
Boston. 


New Mexico—The New Mexico Pub- 
lic Health Association met for its 24th 
Annual Meeting at Taos, May 26 to 29 
and elected the following officers: 


President—Bessie H. Morse, district supervisor, 
Bernalillo County Health Department, Al- 
buquerque 

President-Elect—John C. Mitchell, M.D., dis- 
trict health officer, Silver City 

Vice-President—Mike Hoban 

Past-President—Willie P. Cortez 

Secretary-Treasurer—Mary M. Gilliland, exec- 
utive assistant, Maternal and Child Health 
Division, State Department of Public Health, 
Santa Fe 

Librarian—Helen M. Boss, administrative as- 
sistant, State Department of Public Health 
Laboratory, Albuquerque 

Representative to Western Branch, APHA— 
Ryan Pierson, senior bacteriologist and 
serologist, Mobile Laboratory, State Depart- 
ment of Public Health, Albuquerque 

Representative to Governing Council, APH A— 
Portia G. Irick, R.N., director, Division of 
Public Health Nursing, State Department of 
Public Health, Santa Fe 


New York—At its Annual Meeting 
held at Lake Placid June 3-6 the New 
York State Public Health Association 
elected officers as follows for the year 
1952-1953: 


President—Albert D. Kaiser, M.D., health 
officer, Rochester 

President-Elect—Edward C. LaValley, direc- 
tor, Division of Environmental Sanitation, 
Tompkins County Health Department, 
Ithaca 

Ist Vice-President—Wendell R. Ames, M.D., 
aed commissioner of health, Erie County 

Health Department, Buffalo 

2nd Vice-President—Elmer director, 
Office of Health Education, Erie County 
Health Department, Buffalo 

Secretary—Mary Karpiak, public health edu- 
cator, Rochester Health Bureau, Rochester 

Treasurer—Clifiord C. Shoro, director, Office 
of Business Administration, State Depart- 
ment of Health, Albany 
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Okio—The Ohio Public Health Asso- 
ciation met in Columbus, May 26-28, 
for its 1952 Annual Meeting. Officers 


Oberlin 
Secretary-Treasurer—John W. Morrison, Co- 
lumbus 


Representative to Governing Cowncil, APH A— 
Carl A. Wilzbach, M.D., health commis- 
sioner, Cincinnati 


Uteah—Officers of the Utah Public 
Health Association were elected as fol- 
lows at the 15th Annual Meeting held at 
the Brigham Young University in Provo 
on April 24 and 25: 


President—Joseph G. Carling, health education 


Vice-President—Therma Green 

Secretary—William R. Manning, health educa- 
tion consultant, State Department of Health, 
Salt Lake City 

Treasurer—Russell S. Fraser, director, Division 
of Laboratories, State Department of 
Health, Salt Lake City 


West Virginia—The West Virginia 
Public Health Association met in 
Charleston for its 27th Annual Meeting 
from May 8 to 10 and elected the fol- 
lowing officers: 

President—Donald H. Lough, senior sanitarian, 

Mingo County Health Department, William- 


son 

1st Vice-Presidenti—Henry C. Huntley, M.D., 
director of disease control, State Department 
of Health, Charleston 

2nd Vice-President—Isabelle Rasel, public 
health nurse, Parkersburg 

Treasurer—Rose Minor, secretary, State De- 
partment of Health, Charleston 


Katherine E. Cox, director, Hygienic 
Laboratory Division, State Department 
of Health, Charleston, was elected to 
serve as the representative to the Gov- 
erning Council of the APHA. 


President—W. R. Haines, district sanitarian, oe 
Engineering Division, State Department of ie 
Health, Bowling Green 
President-Elect—Marion F. Fisher, M.D., 
health commissioner, Lorain County Health bits 
| 
4 

consultant, State Department of Health, 
| Salt Lake City 
President-Elect—Charles M. Smith, M.D. 
| 
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The West Virginia society has adopted 
for its main project for 1952-1953 the 
promotion of community health coun- 
cils in the state. For this project, the 
services of Fred J. Holter, Ph.D., health 
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education consultant to the State De- 
partment of Health, will be available on 
a part-time basis in areas requesting 
information and help in the development 
of such councils. 


APPLICANTS FOR MEMBERSHIP 


The following individuals have applied for membership in the Association. They have 


requested affiliation with the sections indicated. 


Health Officers Section 
Henry K. Beye, M.D., M.P.H., MSA-Stem, 
American Embassy, Manila, Philippines, 
Medical Officer, USPHS, Mutual Security 
Agency, Special Technical and Economic 
Mission 
Archie F. Bull, M.D., D.P.H., Halton County 
Health Unit, Milton, Ont., Canada, Medical 
Director 
Clifford H. Cole, M.D., M.P.H., 1423 W. 3rd 
St., Apt. 12, Little Rock, Ark., Director of 
Venereal Disease Control, State Board of 
Health 
Andrew P. Haynal, MD. MPH. TCA 
Health Mission, Liberia, 4728 FSA Bldg., 
N., Wash. 25, D. C., USPHS, Project Di- 
Point Four Rural Health Unit, 


Major Garrett P. W. Kersbergen, U. S. Army 
Hospital, Camp Polk, La., Asst. Preventive 
Medicine Officer and Post Sanitary Engineer 

Kenneth I. E. Macleod, M.D., M.P.H., Nash- 
oba Health Unit, Ayer, Mass., Director, 
Nashoba Associated Boards of Health 

Thomas H. Scanlan, 4 Hillcrest Road, Bev- 
erly Farms, Mass., Health Officer, Beverly 
Board of Health 

Stella B. Soroker, M.D., 601 S. San Rafael 
Ave., Pasadena 2, Calif., District Health 
Officer, Northeast Health District, Los 
Angeles City Health Dept. 

Edgar W. Warren, M.D., County Health Dept., 
Ellensburg, Wash., Health Officer, Kittitas 
County Health Dept. 

Charles M. Wylie, M.B., M-P.H., State Dept. 
of Health, Box 900, Lexington, Va., Health 
Officer, Rockbridge County 


Laboratory Section 
J. L. Arbogast, M.D., Indiana University 
Medical School, Indianapolis 7, Ind., Di- 


rector of Clinical Laboratories and Professor 
of Clinical Pathology 

Joseph Bellamy, M.B., Columbia Memorial 
Hospital, Hudson, N. Y., Director of 
Laboratories 

Edwin Harrington, Carversville, Pa. Agri- 
cultural Chemist 


Statistics Section 
William H. Veigel, 327 Crestview Road, Co- 
lumbus, Ohio, Chief, Division of Vital Sta- 
tistics, State Dept. of Health 


Engineering Section 

Lt. Theodore E. Brenner, USAF Field Office, 
Camp Detrick, Frederick, Md., Sanitary 
Engineer 

William J. Browne, 4832 Ellis Ave., Chicago 
15, Il., Food Inspector, Chicago Board of 
Health 

Charles M. Copley, Jr., Municipal Courts 
Bidg., Room 62, St. Louis, Mo., Acting 
Deputy Health Commissioner, Public Health 
Engineering Service, St. Louis Health 
Division 

Jack H. Fooks, M.S., 69 W Washington St., 
Room 200, Chicago 2, Ili, Water Supply 
Consultant, USPHS, Region 5 

Harry G. Hanson, MS., Quarters $35, Fort 
Washington, Md., Executive Officer for 
Program, USPHS 

Richard J. Jeske, M.S., 815 Second Place, 
Plainfield, N. J., Engineer, Hydraulic and 
Sanitary Engineering, with Elson T. Killam, 
Short Hills, N. J. 

Paul M. Kiel, 4141 Mayfield Drive, Toledo, 
Ohio, City of Toledo Water Division, Con- 
struction Engineer 

Charles H. Lawrence, M.P.H., 107 Cedar St., 
Wethersfield, Conn., Sanitary Engineer, 
State Dept. of Health 
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Lt. Jack A. McQuillan, Camp Detrick, 
Frederick, Md., Student and Liaison Officer 

Herbert H. Rogers, 948 Byron Drive, S.W.. 
Atlanta, Ga., Assistant Sanitary Engineer 
(R), USPHS 


industrial Hygiene Section 
William S. Johnson, Bethlehem Steel Co., 
Bethlehem, Pa., Industrial Hygienist 
Herbert E. Stokinger, Ph.D., 1014 Broadway, 
Cincinnati 2, Ohio, Chief Toxicologist, 
USPHS, Division of Occupational Health 


Food and Nutrition Section 

Caryl H. DuMond, 107 Bertram Place, Syra- 
cuse 7, N. Y., Director, Bureau of Food 
Sanitation, Syracuse Dept. of Health 

Clare Forbes, M.P.H., 25 Bennet St., Food 
Clinic, Boston, Mass., Chief, Frances Stern 
Food Clinic, The Boston Dispensary 

F. Inistore Godfrey, M.S., Lauderdale County 
Health Dept., Meridian, Miss., District Nu- 
tritionist, Mississippi State Dept. of Health 

Alice V. Hine, MS., Municipal Bldg., Dis- 
trict 2, Elkhorn, Wis., Nutritionist II, State 
Board of Health 

Paul R. Jackson, City Hall, Orange, N. J., 
Exec. Officer, Milk Inspection Assn. 

Frances Preston, 1001 Huron Rd., 8th Floor, 
Cleveland, Ohio, Director, Home Economics 
Dept., Family Service Assn. of Cleveland 


Maternal and Child Health Section 


Julienne E. Deltombe, M.D. M.P.H., 10 
Grande Route, Noiseux, Belgium, World 
Health Organization, Maternal and Child 
Health in the Middle East 


Public Health Education Section 


Charles L. Archer, 1619 E. Hernandez St., 
Pensacola, Fla., Health Program Adviser, 
Venereal Disease Division, USPHS 

Chester A. Byers, Jr., 1004 Seventh St., Sacra- 
mento 14, Calif., Exec. Sec’y, Sacramento 
Tuberculosis and Health Assn. 

DeWayne F. Davis, M.D., 523% Court St., 
Charleston, W. Va., Senior Physician, West 
Virginia State College 

David A. Grimes, Vanderbilt University Hos- 
pital, Nashville 4, Tenn., Resident in Ad- 
ministration 

Robert B. Harkness, M.D., 305 N. Broad St., 
Kennett Square, Pa., President, Board of 
Health, Borough of Kennett Square 

Vivian P. MacFawn, MS., 643 Liberty Ave., 
Pittsburgh 22, Pa., Exec. Director, Western 
Pennsylvania Heart Association, Inc. 

Sewall O. Milliken, M.P.H., 530 Northridge 
Road, Columbus, Ohio, Chief, Division of 
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Public Health Education, Ohio Dept. of 
Health 

E. J. Niederfrank, Ph.D., U. S. Dept. of Agri- 
culture, Extension Service, Wash. D. C., 
Extension Rural Sociologist, Health Recrea- 
tion and Community Programs 

Ellen D. Quinlan, R.N., 3050 Penrose Place, 
Cincinnati, Ohio, Asst. Director of Nurses, 
Hamilton County Dept. of Health 

Daniel Russell, 106 Lee St., College Station, 
Tex., Professor of Rural Sociology, Texas 
A & M College 

Henry T. Britt, 310 Duke St., Lexington, Ky., 
Health Educator, Lexington-Fayette County 
Tuberculosis Assn. 


Public Health Nursing Section 
Eleanor C. Bailey, 4113 N. Henderson Rd., 
Arlington, Va., Nurse Officer, Director of 
Nursing Study in Industry, USPHS 
Josina F. Burger, M.P.H., Caixa Postal 159, 
Rio de Janeiro, Brazil, S. A., Brazilian 
Nursing Adviser, Pan American Sanitary 
Bureau 
Laura R. Clark, MS., 113 Exchange St., 
Lisbon, Ohio, Nursing Supervisor, Colum- 
biana County Health Dept. 
Helen L. Felkner, R.N., 649 E. High St., 
Springfield, Ohio, Supervisor of Public 
Health Nursing, City of Springfield Health 


Dept. 
Mary J. Finigan, P.O. Box 5, Sacaton, Ariz., 
Indian Service, Public Health Nurse 
Katharine A. Lembright, R.N., 4629 Bayard 
St., Pittsburgh 13, Pa., Industrial Nursing 


Consultant, State Bureau of Industrial 


Hygiene 


Epidemiology Section 

Lt. John S. Cook, Jr., M.C., National Naval 
Medical Center, Naval Medical School, 
Bethesda 14, Md., Dept. of Epidemiology 

Harald Frederiksen, M.D., 55 Shattuck St., 
Boston, Mass., Student, Harvard Univ., 
School of Public Health 

Wasfy Omar, M.B., D. T. M., 20 Dentamaro 
St., Sidi Gaber Station, Ramleh, Alexandria, 
Egypt, Epidemiologist, WHO Regional Office 
for the Eastern Mediterranean 

William G. Paul, M.D., State Health Dept., 
Mon , Ala. Director, Division of 

Control 


School Health Section 


Emmett F. Cambron, Ed.D., North Texas 
State College Station, Box 6171, Denton, 
Tex., Health Coordinator 

Clara H. Pierce, M.D., 106 Smith Lane, Syra- 
cuse 5, N. Y., Director, Bureau of Child 
Hygiene, Syracuse Health Dept. 

Harold M. Skeels, Ph.D., National Institute 
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of Mental Health, Bethesda 14, Md., Con- 
sultant, Special Projects Services, Com- 
munity Services Branch 


Dental Health Section 


Frederick E. Hasty, Jr.. D.DS., 50 Seventh 
St., N.E., Room 153, Atlanta, Ga., Public 
Health Dentist (Senior Asst. Dental Sur- 
geon), Division of Dental Public Health, 
USPHS, Region VI 

Benjamin B. Hudson, Jr., D.DS., P. O. Box 
229, Columbus, Ga., Director, Dental Divi- 
sion, Muscogee County Health Dept. 

Elizabeth M. Warner, M.P.H., USPHS, Divi- 
sion of Dental Public Health, Washington 
25, D. C., Public Health Analyst 


Medical Care Section 


Esteban Garcia Cabrera, M.D., Hospital San 
Jose, Santurce, Puerto Rico, Chief, Service 
of Urology and Medical Director 

Shan-Ho Ma, M_D., M.P.H., Montefiore Sana- 
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torium, Bedford Hills, N. Y., 
Physician 


Resident 


Unaffiliated 

Jean S. Grant, M.A., 991 Wadsworth Drive, 
N.W., Atlanta, Ga., Asst. to Officer in 
Charge, USPHS, Communicable Disease 
Center 

Adele S. Hebb, 706 Spruce St., Philadelphia 5, 
Pa., Personnel Officer, Philadelphia Dept. of 
Public Health 

Leonard F. Janes, Ed.M., 2 Miles Road, Rut- 
land, Mass., Managing Director, Rutland 
Training Center 

Richard P. MacLeish, MS., 1325 Cherry St., 
Denver, Colo., Consultant, Hospital Admin- 
istration, State Dept. of Public Health 

Edward R. Pinckney, M.D., U. S. Naval Air 
Station, El Centro, Calif., Medical Officer, 
U. S. Navy 

Theodore A. Thomas, Hospital Ground #28, 
Charlotte Amalie, St. Thomas, Virgin Is- 
lands, Director of Accounting and Finance, 
Personnel Officer, Virgin Islands Dept. of 
Health 
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EMPLOYMENT SERVICE 
The following pages present information for those seeking qualified public health 


personnel and for those secking positions in public health. 
This is a service of the Association conducted without expense to the employer or 


employee. 
POSITIONS 


Health Officer—Houghton-Keweenaw- 
Baraga District Health Department, serv- 
ing the copper country of Michigan, with 
population of 50,440 and staff of five 
nurses and a public health engineer. Ex- 
cellent opportunity for strong program in 
maternal and child health and tuberculosis 
control. New sanatorium opened this 
year. Branch State Laboratory also in 
this district. Year-round resort area; main 
office in a college town. This is an im- 
job; salar Write: Chief, 
ction of Local h Services, Michi- 
gan Dept. of Health, Lansing 4, Mich. 


Medical Positions—Field Director. To 
direct local health work in 40 counties; 
salary r annum, plus travel. 
County H ealth Officer—Salary $7,200 per 
annum ~ mp travel; opportunity for ad- 
vancement and postgraduate training. 
Write: Bruce Underwood, M.D., Commis- 
sioner of Health, Kentucky State Dept. of 
Health, 620 S. Third Street, Louisville, 


Ky. 


Health Officer—Must have one year’s 
special training in a ee ized school of 
public health. ,240; travel ex- 

nses additional rite: M. L. Palmieri, 

-D., Acting Health Officer, Board of 
Health, Middletown, Conn. 


Health Officers—in preventive medicine 
and public health in various parts of the 
state. Must be graduate of an accredited 
medical college and not above the age of 
55 when entering public health for first 
time. Salary range from $6,600—-9,000, de- 
pending upon experience and public health 
training. Recent graduates eligible for 
beginning health officer positions at salary 
ranges from $6,000 to 6,600. One man 
with experience in tuberculosis work de- 
sired. Liberal travel allowance and retire- 
ment system. Write: Wilson T. Sowder, 
M.D., State Health Officer, Florida State 
Board of Health, P. O. Box 210, Jackson- 
ville, Fla 


Chief of the Bureau of Maternal and 
Child Health—for California Departme.t 
of Public Health. Requires Board mem- 
pave in pediatrics, or obstetrics. and 

ecology, or preventive medicine and 
sublic health, or Board eligibility; two 
years of administrative — in ma- 
ternal and child health public health pro- 
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AVAILABLE 


gram; or two years full-time practice in 
pediatrics or obstetrics, and eligibilit 

a California medical license. Salary $782 
950 a month for Board eligibles; $821-— 
1,000 for Board members. Write for 
details before November 15, 1952 to ; 
PH-1, State Personnel Board, 1015 
Street, Sacramento 14, Calif. 


Health Officer—ior City of Kenosha, 
Wisconsin. Salary range between $8, 
11,000. Write: B. A. Herrman, Acting 
City Manager. 


Public Health Physician—as medical 
director of bi-county health department in 
southwestern Illinois on Ohio and Mis- 
sissippi rivers. Important public health 
job to be done. Salary $7,000. Write: 
Guy Jones, seeiary, Alexander- Pulaski 
Bi-County Board of Health, 1009 Walnui 
St., Cairo, Ill. 


Assistant Health Officer—Salary $595- 
734. Department approved for residenc 
in preventive medicine. Public health 

—Salary $595-734. Progressive 
public health department with staff 
of 100 serving a community of 200,- 
000 people in the San Francisco Bay 
Area. raining and/or experience and 
license to practise in California essential. 
Write: James C. Malcolm, M.D., Health 
Officer, Alameda County Health Dept., 
576 Callan Ave., San Leandro, Calif. 


Medical Health Officer—for Shelby- 
Effingham County Health Department; 
central Illinois location; good schools; 
excellent rural communities; salary range 

,900-9,000; may start above minimum; 
must have for public rela- 
tions. Write: Mr. Teu- 
topolis, Ill, or to Dr Kauder, 
Findlay, Il. 


Public Health Dentist—to perform and 
be in charge of work fovea the dental 
treatment of school children; county 
population, 65,000; located in scenic resort 
area; salary range ; 15 days an- 
nual vacation; sick leave privileges; 
retirement system. Write: Raymond C. 

® D., Health Officer, P. O. Box 
962, Santa Cruz, Calif. 


Health Educator—Associate secretary 
of health division of a large metropolitan 
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Council. At least one year’s graduate 
work. Salary $3,850-5,940. Write: Box 
HE-47, Employment Service, APHA. 


Industrial Hygienist — Chemists or 
chemical engineers with two to five years 
experience in industriai hygiene work. For 
large casualty insurance company located 
in the midwest. Salary commensurate 
with training and experience. Give all 
details of training and experience. Write: 
K. Cameron, 4750 Sheridan Road, 
Chicago 40, TIL. 


Public Health Engineer—Degree in 
engineering and six years experience in 
public health. New York State license re- 
quired. Act as assistant director of en- 
vironmental sanitation in city of 320,000; 
salary $5,000-6,000. Car provided. Write: 
Box E-18, Employment Service, APHA. 


Sanitarian—in county health department 
located in central Illinois. Graduate sani- 
tarian preferred but not required. Work 
includes inspection of restaurants, Grade 
A milk farms, pasteurizing plants, public 
and private and sewage 
disposal. Write: irector, McLean 
County Health Dept., 1009 N. Park Street, 
Bloomington, 


Professional Secretary for Health Di- 
vision — Beginning salary $4,500-4,800. 
Write: John M. Whitelaw, Executive 
Secretary, Council of Social Agencies, 240 
Terminal Sales Bldg., Portland 5, Ore. 


Laboratory Director—Man or woman 
for work in modern public health labora- 
tory; must be skilled in analyses of water, 
food, milk, and diagnosis of communicable 
diseases; training provided; good person- 
nel policies, vacation, sick leave, and re- 
tirement plan. Salary open. Write: 
Health Commissioner, Wayne County 
Dept. of Public Health, 1761 Beal Ave., 
Wooster, Ohio. 


A Qualified Sanitarian—for 
program. Starting salary $3,000-3,500, 
depending on training and experience. 
State Merit System, five-day week, annual 
— three weeks, retirement, car or mile- 

age, and lunch expenses. Write: Dr. 
Charles R. Hayman, Harford County 
Health Dept., Bel Air, Md. 


Sanitarians—for State of Washington. 
Two vacancies exist for senior general san- 
itarians with local health departments in 
Washington. Salary range $3,612-4,296 
per annum plus traveling expenses. Usual 
Merit System, provisions for sick and an- 
nual leave, and retirement. Write: Dr. 
J. A. Kahl, State Director of Health, 1412 
Smith Tower, Seattle, Wash. 
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Associate Laboratory Director—for city 
health department laboratory. Graduate 
of approved medical school. Require 
special knowledge of diagnostic bacteri- 
ology, serology, chemistry, and experience 
in administration. Salary depends on 
qualifications and experience. Write: 
Herbert R. Morgan, M.D., Director, 


Rochester Health Bureau Laboratories, 
Serene Memoria! Hospital, Rochester 20, 


Public Health Social Worker Super- 
visor—Completion of an approved two- 
year graduate course in medical or psychi- 
atric social work in an accredited school of 
social work; five years of experience in 
public health, medical or medically related 
agencies, at least one year of which must 
have been in the regular social service de- 
partment of a hospital in connection with 
the social aspects of medical care. Salary 
range $4,576-5,460 annually. Write: Dept. 
of Personnel, Room 316, City Hall, Rich- 
mond, Va 


Public Health Nurse—with certificate 
for a generalized program in both urban 
and rural communities of eine San Fran- 
cisco Bay Area. Salar r month 
to a maximum of $3 si in five years. 
Forty-hour, five-day week, retirement 
plan, sick leave. Write: Director of Pub- 
lic Health Nursing, Alameda County 
Health Dept., 576 Callan Ave., San Lean- 
dro, Calif. 


Public Health Nurses—for well estab- 
lished county health department in north- 
eastern Ohio. Population 60,000. Gen- 
eralized nursing program. Modern health 
center building. Good personnel policies, 
vacation, sick leave, and retirement plan. 
Salary range $275-300 per month. Car 
furnished, or can use own car with travel 
allowance at seven cents per mile. Write: 
Health Commissioner, Wayne County 
Dept. of Public Health, 1761 Beall Ave., 
Wooster, Ohio. 


Senior Nurse and Public Health Staff 
Nurse—wanted for generalized nursing 
rogram in county of 65,000 pop ulation. 
acation, sick leave, and Social Security. 
Travel allowance. Beginning salary for 
senior public health nurse $300 per month. 
For public health staff nurse with training 
and experience, © month. Write: 
V. K. Volk, M.D., Saginaw County Health 
Dept., Saginaw, Mich. 


Public Health Nurses—Philadelphia 
Department of Public Health, immediate 
appointment on provisional basis. Rapidly 
developing generalized program under 

leadership. Starting salar 

830; 36 hour week, paid vacation, sic 
leave, retirement. In-service education. 
Certification required. Write: Division of 
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Public Health Nursing, Room 614, City 
Hall Annex, Philadelphia 7, Pa. 


Staff Nurse—for generalized program. 
Salary based on education and experience. 
Car essential. Write: Director, West 
Essex Public Health Nursing Association, 
573 Bloomfield Ave., Verona, N 


Public Health Nurses—for city-county 
generalized program and participation in 
university student field educational pro- 
gram. Personnel policies include 15 
working days each of sick and vacation 
leave annually, accumulative to 30 days; 
11 holidays; Social Security benefits, and 
hospital and medical plan available. Sal- 
ary commensurate with education and 
qualifications. Mileage allowance eight 
cents per mile for use of own car. Write: 
Weld County Health Dept., Greeley, Colo. 


Public Health Nurse—for small county 
health department. Salary range from 
$3,780-4,200. Forty-hour week, mileage 
allowance, must have own car. Qualifi- 
cations as set up by the NOPHN. County 
includes scenic ey Valley and High 
Sierra Mountains. o County Health 
Dept., Independence, 


Public Health Nurses—Generalized pro- 
ome in friendly rural area that includes 
shington State College campus. Forty- 
hour week, vacations, sick leave, retire- 
ment benefits. Salary based on education 
and experience. Car rei eight cents 
per mile allowance. Write: “h Tray- 
ner, M.D., Health Oficen” Whitman 
County Health Dept., Colfax, Wash. 


U Instructor in Public Health 
Nursing — University with accredited 
programs in public health nursing desires 
nurse instructor to assist with teaching 
both —_ degree and graduate nurse stu- 
dents. PAL. degree preferred. Good 
pe for advancement. Salary 
about $5,000. Write: Dean, College of 
Wayne University, Detroit, 

ich. 


Public Health Nurse— Director of staff 
education program for city and county 
health departments, population 140,000, 
13 nurses, Merit System position. Give 
experience, training, and expected salary. 
Write L. W. Frame, M.D., Health Officer, 
Huntington, W. Va. 


POSITION WANTED 


Public Health (Sanitary) Engineer— 
B.S. in sanitary and — health engi- 
neering. Age ‘be, married, with two chil- 
dren. half years experience 
as chief of sanitation section of large 
county health department, and two years 


experience as assistant post preventive 
medicine officer in the Army. Desires 
permanent position with opportunity for 
advancement when discharged January, 
1953. Write: Hunter G. Taft, Jr. A 
3-D, Benning Road, Columbus, Ga. 


Building, Chicago 11, Ill. 
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NEWS FROM THE FIELD 


WHO NEWS 
Public Health Statistics of PASE 
The new bilirgual quarterly bulletin 
of the Pan American Sanitary Bureau 
is Public Health Statistics or Estadistica 
Sanitaria. Prepared by the Unit of Epi- 
demiology and Statistics, it represents a 
continuation and enlargement of the 
Monthly Epidemiological Report. Its 
stated double objective is: 


1. To present current data and annual tabu- 
lations on health statistics for the American 
countries, and 

2. To make known new international norms 
as they are adopted or recommended and 
other information which may contribute to 
the development, improvement, and standard- 
izativ.: of public health statistics. 


The new quarterly, the first issue of 
which is January-March, 1952, is being 
sent free to agencies and officials who 
received the former monthiy report and 
to other interested official agencies on 
request to the Bureau, 1501 New Hamp- 
shire Ave., N.W., Washington 6, D. C. 


Diphtheria Dying Out 

The Epidemiological and Vital Sta- 
tistics Report for May, 1952 (5, 5:223- 
243) indicates that diphtheria may be in 
full retreat throughout the world. Here 
information is given on diphtheria in 
about 100 countries of the world. In 5 
European countries and in Japan, 
Alaska, and the United States, the num- 
ber of reported diphtheria cases dropped 
more than 80 per cent, from 237,600 
to 51,000 cases, in the period between 
1944 and 1951. Nevertheless data indi- 
cate that Europe remains the continent 
most affected by the disease. This is 
the first report of WHO on diphtheria 
incidence in 5 years. 


Expert Committee on Maternity Care 

The report of the first meeting of 
WHO’s Expert Committee on Maternity 
Care is now available in printed form 


(No. 51 in the Technical Report Series) . 
Perhaps its basic tenet is that any pro- 
gram of maternity care is a part of, and 
must be planned in relation to, other 
aspects of curative and preventive medi- 
cine. The different stages of economic 
as well as of public health development 
in various parts of the world make it 
impossible to lay down detailed plans 
that are everywhere applicable. But 
certain general principles are laid down 
as well as the need for more research to 
determine basic health needs. The 
Committee notes that “in certain direc- 
tions the development of maternity care 
in the economically more developed 
countries has not always 

along the soundest lines,” notably the 
separation of mother and baby during 
the lying-in period. The report is avail- 
able in the United States from Columbia 
University Press, 2960 Broadway, New 
York 27. 15¢ 


20th Century Mortality from Cancer 
A study of the evolution of mortality 
from cancer was published in May, 
1952, in the January-February, 1952. 
WHO Epidemiological and Vital Statis- 
tics Report. The data for 1900 to 1950 
for many countries of the world are sum- 
marized. The report includes a state- 
ment of the “formidable difficulties” in 
making the analysis and in drawing 
definite conclusions. There has been an 
extraordinary rise in mortality from 
cancer of the lung suggesting further 
inquiry into the effect of smoking, pro- 
longed exposure to industrial emana- 
tions and automobile exhaust fumes. 
The effect of the aging population and 
improved diagnostic methods in the in- 
creases in cancer incidence reported is 
also noted. Pronounced differences in 
cancer mortality in various countries in- 
dicate the need for further study of 

The director of health statistics for 
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WHO, Dr. M. Pascua, suggests that the 
study highlights the need for better 
cancer statistics and underlines the im- 
portance of cancer reporting systems 
that have been set up in _ several 
countries. 


FLUORIDES AND PROCESSED FOOD 

A statement of policy in regard to 
waters containing fluorides was recently 
issued by the Food and Drug Adminis- 
tration. The FDA recognizes the fact 
that water supplies do not ordinarily 
come under the provisions of the Federal 
Food, Drug, and Cosmetic Act. Foods 
prepared with the use of fluoridated 
water supplies will not be regarded as 
actionable because of the fluorine con- 
tent of the water unless processing in- 
volves a significant concentration of 
fluorine from the water. In such cases 
each instance will be considered accord- 
ing to the facts of the situation. The 
full statement will be found in Federal 
Register, 17 F. R. 6732, July 23, 1952. 


PREMATURE AMBULANCE SERVICE 

In an effort to save the lives of pre- 
maturely born infants, the New York 
City Health Department in 1948 set 
up a special service for premature 
babies. Among the services provided, 
in codperation with the Department of 
Hospitals, is free ambulance service to 
transport premature babies to special 
nurseries in selected hospitals. The Hos- 
pital Council of New York has now sum- 
marized the first year’s experience. It 
reports that among all premature babies 
born in 1949 and weighing less than 
1,000 grams at birth, 95 per cent died 
in the first month of life. However, the 
neonatal mortality of premature babies 
of similar weight who were transported 
to special centers was 70 per cent. In 
the next weight group of 1,000 to 1,499 
grams, the percentages were 45 and 23 
respectivel 


y. 
Figures have not yet been made avail- 


able for either 1950 or 1951. There 
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has been an increasing demand for the 
service. During 1951 three- 
quarters of the requests for transfer to 
special centers could be met. Beginning 
in July, 1950, the six hospitals with 
special centers were paid for care of pre- 
mature infants from funds provided 
equally from the budget of the City’s 
Health Department and funds appro- 
priated for handicapped children by the 
State Department of Health. 

Summary of early experience with this 
program is found in The Bulletin of the 
Hospital Council of Greater New York, 
May, 1952. 220 E. 42nd St., New York 
17. 


PUBLIC HEALTH NURSING CHANGES 

Nursing Outlook is the name of the 
new monthly magazine for the nursing 
profession to be launched in January, 
1953. It will be the official publication 
of the National League for Nursing, one 
of the two organizations created by the 
recent merger of five national nursing 
groups. With the advent of the new 
magazine, Public Health Nursing will 
be discontinued and its current functions 
incorporated in the new publication. 

The stated objectives of the new 
journal are: 

To assist public health and industrial nurses 
vender improved services to parents and chil- 
dren, the chronically ill and handicapped, and 
the nation’s industrial workers ; 

To aid educators in advancing existing edu- 
cational programs with special emphasis on 
the training of potential administrators, 
teachers, and consultants ; 

To serve as a guide for hospital adminis- 
trators and supervisors in improving the ap- 
plication of nursing skills to the advantage of 
patients and communities. 


Nursing Outlook is published by the 
American Journal of Nursing Company, 
which flso publishes the 50-year old 
American Journal of Nursing and the 
recently established Nursing Research. 
Nell V. Beeby, R.N., is the executive 
editor of the American Journal of 
Nursing Company. 
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NORTH CAROLINA PIONEERS 

The University of North Carolina at 
Chapel Hill is pioneering in university 
health and medical developments. Dr. 
Cecil G. Sheps, previously associate 
professor of public health administra- 
tion in the School of Public Health, has 
been appointed director of program 
planning and research professor of 
health planning in the Division of 
Health Affairs. He will also be re- 
search professor in the Institute for Re- 
search in Social Science. He will head 
a planning-research staff which is one 
arm of the administrative offices of the 
Division of Health Affairs. In this Di- 
vision, the Schools of Nursing, Dentis- 
try, Public Health, Medicine, Pharmacy 
as well as the University Teaching Hos- 
pital are included. 

Dr. Shep’s staff will gather informa- 
tion to help guide the extension services 
of the six units of the Division and guide 
the codrdination of the work of the 
units. The staff will also assist with 
studies necessary to the development of 
joint services programs between the 
Division of Health Affairs and other 
parts of the University and with other 
health agencies in the state. 


ATOMIC BOMB CASUALTIES PATHOLOGY 

A new Medichrome Series MPR 
“Pathology of Atomic Bomb Casual- 
ties,” 2” x 2” 35 mm. Kodachromes, 
has been prepared jointly by the Army 
Institute of Pathology, Atomic Energy 
Commission, Naval Medical Research 
Institute, and the Department of Path- 
ology, Yale University School of Medi- 
cine. The series consists of 100 gross 
and clinical photographs and charts fol- 
lowing the illustrations in “Pathology 
of Atomic Bomb Casualties,” reprinted 
from the American Journal of Pathology, 
(25, 5:853-1057, 1949). This article 
was prepared by the authors after on- 
the-spot investigations of atomic bomb 
casualties in the Hiroshima and Naga- 
saki bombings. The authors, who also 
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coéperated in the Medichrome Series, 
are: Elbert DeCoursey, Col., M. C., 
U.S.A., Army Medical Department Re- 
search and Graduate Schools; ° Averill 
A. Liebow, M.D., Department of Path- 
ology, Yale University School of Medi- 
cine, and Shields Warren, M.D., De- 
partment of Pathology, Harvard Med- 
ical school. 

Clay-Adams Company, 141 East 25th 
St., New York 10, is the distributor 
for the Series. A comprehensive listing 
is available on request. 80¢ per slide 
in cardboard readymounts; $1 per slide 
bound between glass. Reduction for 
quantity orders. 


LABORATORY DIRECTORS ASSOCIATION 
The first conference of the Association 
of State and Territorial Laboratory Di- 
rectors was held at the Communicable 
Disease Center of the Public Health 
Service in Atlanta, Ga., June 2-6, 1952. 
Public health laboratory directors of 
38 states and Hawaii were present as 
were CDC and National Institutes of 
Health staff members. The Association, 
created at the San Francisco meeting 
of the Conference of State and Provin- 
cial Laboratory Directors in October, 
1951, was established to permit fuller 
exploration of laboratory programs and 
problems of the states, especially with 
reference to interstate and federal re- 
lationships. 
Officers of the Association are: 
President—S. R. Damon, Ph.D., director, 
Bureau of Laboratories, Indiana State Board 
of Health 
Vice-President—E. J. Sunkes, Dr.P.H., director 
of laboratory services, Georgia Department 
of Public Health 
Secretary-Treasurcr — Melvin E. Koons, di- 
rector, North Dakota State Public Health 
Laboratory. 


ADVISORY COMMITTEE ON CHLORINE 
The Chlorine Institute has organized 
a Public Health Advisory Committee 
composed of representatives of chlorine 
manufacturers and public health 


4 
| 


Vol. 42 NEWS FROM 


agencies including the APHA, PHS, 
American Water Works Association, 
Conference of Municipal Public Health 
Engineers, and the Federation of Sew- 
age and Industrial Wastes Associations. 
At the first meeting which was held re- 
cently the committee described its pur- 
pose as “to develop a better understand- 
ing of the practical and scientific prob- 
lems in the application of chlorine to 
sanitation.” Francis B. Elder, engineer- 
ing associate, is the APHA representa- 
tive. 


SCHOLARS IN CANCER RESEARCH 

The Committee on Growth of the 
National Research Council, acting for 
the American Cancer Society, is accept- 
ing applications for Fellowships and for 
Grants for Scholars in Cancer Research. 
Fellowship applications must be re- 
ceived by December 10 to be considered 
for the year 1953-1954. Applications 
for Grants for Scholars in Cancer Re- 
search should be submitted by an insti- 


tution on behalf of a candidate prior to 
January 1, 1953. With these awards a 
grant of $6,000 a year for three years is 
paid to the institution. Executive Sec- 
retary, Committee on Growth, National 
Research Council, 2101 Constitution 
Avenue, N.W., Washington 25, D. C. 


20 YEARS IS LONG ENOUGH TO FEUD 

What is described as “an historic 
event in the history of Western Okla- 
homa,” took place late in June—the 
end of a 20-year contest between the 
Beckham County Medical Society and 
the Community Hospital of the Okla- 
homa Farmers’ Union. The hospital was 
one built and owned by the families 
who joined the medical coéperative and 
received care from a medical staff on a 
prepaid plan with fixed annual dues. 

For 20 years the medical staff was 
excluded from Medicai Society member- 
ship, thus excluding the hospital from 
approval by the American College of 
Surgeons. As the time drew near for 
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the court to act upon a lawsuit for dam- 
ages brought against the Medical So- 
ciety by the hospital, an agreement was 
reavhet by which the medical staff was 
ac ».«i*%' to membership in the Medical 
Soc** , the hospital was approved, and 
all «a¢~.<is of the Medical Society were 
pen tced to treat private patients in 
the Community Hospital. 


WORKSHOP FOR INDUSTRIAL NURSES 

The Contribution of the Industrial 
Nurse to the Total Industrial Health 
Program will be studied in a two-week 
(November 10-19) workshop for indus- 
trial nurses at the School of Nursing, 
University of Pittsburgh. Field trips 
for observation of industrial health serv- 
ices will supplement class work. Stu- 
dents may register on a nondegree basis 
or matriculate at the University. In 
the latter, two credits are given. Tuition 
is $37.50. Applications should be made 
as early as possible to Glenna G. Walter, 
Program for Industrial Nurses, School 
of Nursing, University of Pittsburgh, 
Pittsburgh 13. 


A NEW LONG-TERM ILLNESS HOSPITAL 

The Bird S. Coler Memorial Hospital 
and Home on Welfare Island was opened 
in New York City in midsummer. The 
largest municipal hospital, of nearly 
2,000 beds, to be opened by the De- 
partment of Hospitals since World War 
II, is said to embody “the most ad- 
vanced theories of hospital design for 
persons suffering long-term illnesses.” 
Affiliated with New York Medical Col- 
lege, rehabilitation will receive major 
emphasis. The Rehabilitation Division, 
initially accommodating 400 patients, 
includes physical therapy as well as oc- 
cupational and diversional therapy 
facilities. The hospital contains an out- 
patient ‘clinic for nonacutely ill ambu- 
latory patients. 

Bedridden patients of the old City 
Home for Dependents, eventually to be 
closed, are being moved to the new hos- 
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pital. Ambulant patients are being 
transferred to the Staten Island Farm 
Colony, from which all bedridden pa- 
tients will be moved to Coler Memorial. 
Randolph A. Wyman, M.D., former 
medical superintendent of City Hospital, 
also on Welfare Island, is medical 
superintendent of the new hospital. 


NAME CHANGE FOLLOWS CONSOLIDATION 

The former Joint Tuberculosis Nurs- 
ing Advisory Service has been renamed 
the Tuberculosis Advisory Nursing 
Service of the National League for 
Nursing, the name of the new agency 
created by the consolidation of the three 
agencies formerly served by the Joint 
Advisory Service. 

Sheila M. Dwyer is the consultant in 
nursing education and hospital service, 
and Jean South is the public health 
nursing consultant in education and 
service. TANS is made possible through 
a grant from the National Tuberculosis 


DIRECTORS OF LOCAL HEALTH SERVICES 
At the 1952 Annual Meeting of the 
Association of Directors of Local Health 
Services held in Springfield, Tl, in 
March, 1952, the Association voted to 
undertake two long-range projects 
fundamental to the field of local health 
department organization, administration, 
and program review. One project will 
attempt to develop an annual program 
review schedule for use by the various 
states in order to measure accurately 
the quality of local health department 
activity. The information secured will 
also be important in developing uniform 
reporting methods among local, state, 
and federal health agencies. The co- 
ordinator of this project, which it is 
anticipated will take at least a year, is 
C. E. Reddick, M.D., deputy state 
health commissioner and coérdinator of 
local health services in Kentucky. 
Another project will prepare the basic 
elements of model enabling legislation 
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for consideration by the states concerned 
with the problems either of adopting 
new legislation or of amending existing 
laws with reference to the creation of 
local health units. Coérdinator of this 
project is Paul Q. Peterson, M.D., di- 
rector, Bureau of Local Services, Ohio 
State Health Department. 


PERSONALS 


Harotp S. Apas,* director of the Division oi 
Hotel and Resort Inspection, Minnesota 
Department of Health since 1947 and author 
of Milk and Food Sanitation Practice, is now 
on the staff of the medical school of Indiana 
University. 

Heven Bettnouse, M.D., M.P.H.,+ with the 
Division since 1948, has been made head of 
the Maternal and Child Health Division. 
Georgia State Health Department. 

Frep C. Biancx, Ph.D.,* administrative fellow 
in charge of the Multiple Fellowship on 
Food Varieties which is sustained by H. J. 
Heinz Company at the Mellon Institute of 
Industria! Research, Pittsburgh, Pa., has re- 
tired after 40 years of continuous experience 
in food research and technology. 

Myrtie Irene Brown, recently with Wayne 
County Health Department (Michigan) has 
been appointed assistant professor in public 
health administration, Johns Hopkins Uni- 
versity School of Hygiene and Public 
Health, where she will participate in the 
educational and research programs of the 
Division of Maternal and Child Health. 

Emm T. Cuantett, MSS.E.,+ associate pro- 
fessor in sanitary engineering, School of 
Public Health, University of North Carolina, 
spent the summer in Brazil as consultant in 
sanitary engineering to the Institute of 
Inter-American Affairs. 

Marcaret B. Cowor,* has been appointed 
chief of the Bureau of Health Education of 
the Illinois Department of Public Health, 
succeeding E. L. Wirrensorn, M.P.H.,* 
who has been made chief of the Bureau of 
Administration. 

Frances A. Dononve, R.N., former public 
health nurse with the Yonkers, N. Y., 
Health Department, is now on the Fair- 
banks, Alaska, Health Center staff. 

BenyaMin M. Drake, M.D.,* ceputy state 
director of health, West Virginia, has re- 
signed to become head of the Division of 
Preventive Medical Services of the Kentucky 
State Department of Health with headquar- 
ters in Louisville. 
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Ernest G. Eccert,* regional engineer, Georgia 
State Health Department, has been named 
a member of the Council of Consultants, 
National Sanitation Foundation. 

Joun E. Fauser, D.DS.,t has been appointed 
medical director for Dental Service, Vet- 
erans Administration, succeeding Bron R. 
East, D.DS.,* who will continue in an 
active advisory capacity in the Dental Serv- 
ice until his retirement. 

Anna R.N.,* formerly general di- 
rector of the National Organization for 
Public Health Nursing, has been appointed 
general director of the National League for 
Nursing. This new organization was cre- 
ated from the Association of Collegiate 
Schools of Nursing, the National League of 
Nursing Education, and the National Organi- 
zation for Public Health Nursing. Marion 
W. Sueanan, R.N.,* has been appointed di- 
rector, Division of Nursing Services; RutH 
Fisuer, R.N.,+ director of the Department of 
Public Health Nursing; Kataryn W. Car- 
rerty, R.N., director of the Department of 
Diploma and Associate Degree Programs; 
Heten Naum, R.N., Ph.D., director of the 
department of Baccalaureate and High De- 


gree Programs. 

Lenore Fiscuer, assistant director of nurses, 
Subdivision of Maternal and Child Health, 
Cleveland Health Department, has retired 
after 40 years of service. She was honored 
by her associates at a tea at the Newton D. 
Baker Health Center on July 30. 

Leon pu Fion,t has been appointed director 
of the Division of Hospital Survey and Con- 
struction, New Mexico Department of Public 
Health, after serving several months as 
supervisor of hospital licensure with the 
Division. 

Heten Fraser, M.D.,¢ has returned to the 
West Virginia State Department of Health 
as director of the Division of Maternal and 
Child Health, after having spent the past 
year in postgraduate training at the Uni- 
versity of Pittsburgh School of Public 
Health. 

W. Freeman, M.D., Sc.D., LL.D.,* 
consultant in public health administration, 
Maryland State Health Department, re- 
ceived his second honorary degree, Doctor of 
Laws, from The Johns Hopkins University 
at the annual commencement, June 10. 

James Gersonpe, executive secretary of the 
Chicago Hospital Council and executive di- 
rector of the Illinois Hospital Association, 
has been appointed by Governor Adlai E. 
Stevenson to a four-year term on the Ad- 


* Fellow. 
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visery Hospital Council to the Illinois De- 
partment of Public Health. 

Dan Guyver, recently returned from military 
leave, has been named sanitarian for the 
Oklahoma County (Oklahoma) Health De- 


partment. 

M. Hartnett} director of health 
education and _ rehabilitation, Missouri 
Tuberculosis Association since 1947, has been 
appointed executive director, Tennessee 
Tuberculosis Association. 

Avsert L. M.D.,t former local 
health officer in Nebraska and who during 
the past year took graduate training in 
public heaith at the University of Minne- 
sota, has been appointed medical director 
for the Jo Daviess County Health Depart- 
ment, with offices at Galena, Ill. 

Ermer L. Hut, M.D.,* surgeon, Public 
Health Service, who has been assigned to 
the New York State Health Department for 
the past three and one-half years, has been 
reassigned to Seattle, Wash., to be in charge 
of field training activities of the north- 
western area of the United States. 

Jacx J. Hoyman, Jr., engineering consultant 
in Iowa City, Iowa, has been appointed 
visiting professor in sanitary engineering, 
School of Public Health, University of 
North Carolina, while associate professor 
Marvin L. Granstrom is at Harvard Uni- 
versity on a year’s educational leave. 

TueresaA Jennices, R.N.,* formerly director 
of public bealth nursing services, Kansas 
State Board of Health, is now with WHO, 
assigned to Iran as nursing adviser to the 
government. 

Norman H. Jorzirre, M.D.,* director of the 
Bureau of Nutrition of the New York City 
Department of Health, was recently elected 
— of the National Vitamin Founda- 


G. "Jones, D-P.H,, who has been medical 
consultant for the Division of Preventive 
Medicine, is now director of the Division 
in the Kentucky State Health Department. 

A. J. Kemper, M.D.,* for 21 years director 
of the Harrison County Health Department, 
with headquarters in Clarksburg, W. Va.. 
has retired but will remain on duty until a 
successor is appointed. 

Wenvett H. Lawneap, former teacher of 
social studies at Wilson Junior High School, 
Des Moines, has been appointed health edu- 
cation consultant, Iowa Tuberculosis and 
Health Association. 

Siwney S. Lez, M.D.,t since 1951 on loan from 
the Public Health Service as venereal dis- 
ease control officer, Camp Lejeune defense 
area, N. C., has been assigned as acting 
director, Bureau of Venereal Disease Con- 
trol, West Virginia State Department of 
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Health, Charleston, succeeding T. E. Hyn- 
son, M.D.,+ also of the service, who has 
been transferred to Alaska. 

Morton L. Levin, M.D.,* assistant commis- 
sioner, Division of Medical Services, New 
York State Health Department, attended 
the international working conference on 
lung cancer in Louvain, Belgium, July 
21-23. 

S. Licntensticer, president of the Na- 
tional Council of Tuberculosis Workers and 
formerly executive secretary of the Los 
Angeles County Tuberculosis Association, 
has been appointed executive secretary of 
the California Tuberculosis and Health As- 
sociation, succeeding Laurence R. Kirk, 


resigned. 

F. Earte Lyman, Ph.D.,¢ Public Health 
Service scientist with the Communicable 
Disease Center, is leaving the Service to be- 
come associate professor of zoology at 
Southern Illinois University, Carbondale. 

Donayp S. Martin, M.D.,* until recently dean 
of the University of Puerto Rico School of 
Medicine, has been appointed chief of the 
Bacteriology Laboratory of the Com- 
municable Disease Center, Public Health 
Service, in Atlanta, Ga. He succeeds Martin 
FrostsHer, Jr., D.Sc.,* resigned to become 
chairman of the Department of Bacteriol- 
ogy, University of Georgia, Athens. 

Lap R. Mezera, M.D., M.P.H.,* formerly di- 
rector of the Maternal and Child Health 
Division, Arizona State Department of 
Health, is now director of the Division of 
Maternal and Child Health, Kentucky State 
Health Department. 

Anna R. Moore, R.N.,* for 17 years chief of 
the Division of Public Health Nursing, 
Washington State Department of Health, 
has retired. She has been succeeded by M. 
Grace Watson, R.N., recently supervisory 
public health nurse, Seattle-King County 
Department of Public Health. 

Rosert A. Moore, M.D., dean and Edward 
Mallinckrodt professor of pathology, Wash- 
ington University School of Medicine, was 
elected president of the International Society 
of Geographic Pathology at the Society’s re- 
cent meeting in Liege, Belgium, which is 
devoted to the study of geographic distribu- 
tion of disease. 

Murpnry, who has returned to the 
Cleveland Division of Health after com- 
pleting a year’s work for his master’s degree 
in public health, University of Michigan, 
has been promoted to the position of super- 
visor of Food and Drug Administration. 
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Rosert E. Myrtincer,t recently in active 
service in the U. S. Navy where he de- 
veloped a program of training for food 
service personnel, has been appointed as- 
sistant to the secretary of the Public Health 
Committee of the Paper Cup and Container 
Institute, New York, N. Y. 

Dante, O. Oxun, Dr. Eng., formerly with 
Malcolm Pirnie Engineers, New York City, 
has been appointed associate professor of 
sanitary engineering, School of Public 
Health, University of North Carolina. 

Heren Ger Otson,? nutrition consultant, 
Division of Maternal and Child Health, 
Kansas State Board of Health, as a repre- 
sentative of the American Dietetic Associa- 
tion, spoke at the First International Con- 
gress of Dietitians, in Amsterdam, Holland, 
July 6-13. 

Paut D. Pepersen, M.D.,+ formerly in charge 
of venereal disease control, Missouri State 
Health Department, is now director of the 
Division of Venereal Disease Control, Ken- 
tucky State Health Department. 

James E. Perkins, M.D., Dr.P.H.,* managing 
director of the National Tuberculosis Asso- 
ciation, New York City; Esmonp R. Lone, 
M.D., Ph.D.,* director of the Henry Phipps 
Institute, Philadelphia, and Lioyp J. Fiorio, 
M.D., Dr.P.H.,* professor of preventive 
medicine and public health, University of 
Colorado School of Medicine, Denver, at- 
tended the biennial meeting of the Confer- 
ence of the International Urion against 
Tuberculosis in Rio de Janeiro, Brazil, 
August 24-30. 

Davw C. Pricxett, M.D.,*+ formerly ‘health 
officer of a four-county health district, is 
now director of the Marion County Health 
Department, (West Virginia), succeeding 
A. Gienn Evans, M.D., resigned. 

Fenix H. Pretscu,t for 19 years with the 
Baltimore City Health Department (Md.) 
is now industrial hygienist for the Humble 
Oil and Refining Company, Baytown, Tex. 

Heten Curtis Provost, M.D., has recently 
been appointed assistant to the director of 
the Division of Maternal and Child Health 
and Crippled Children’s Services, Maine 
Bureau of Health. 

Davi Resnick * has been appointed public 
relations consultant by the American Surgi- 
cal Trade Association which is celebrating 
its 50th anniversary in 1952. 

James W. Ruste, D.DS., MP.H.,+ formerly 
chief, Division of Dental Health, Columbus, 
Ohio, has succeeded the late N. H. Baxer, 
D.DS., as director of the Bureau of Dental 
Health, West Virginia State Department of 
Health. 

J. Everett Sanner, M.D., recently venereal 
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disease control officer in Norfolk, Va., and 
Chattanooga, Tenn., has been appointed 
assistant health officer in Baltimore County, 
Maryland. 

Exmer L. Ssarrer, Ph.D., since 1950 prin- 
cipal histologist, Bureau of Pathology, has 
been appointed director of the Division of 
Laboratories, New suc State Department 
of Health, succeeding A. J. CASSELMAN, 
retired. 

James R. Snaw, M.D., formerly medical 
officer in charge of the Public Health 
Service Hospital, Detroit, Mich., has been 
appointed chief, Division of Hospitals, Pub- 
lic Health Service, succeeding G. Hatsey 
Hunt, M.D.* recently named associate 
chief, Bureau of Medical Services. 

Haroto R. public health engineer, 
Minnesota Department of Health since 
1938, is in Ankara, Turkey, as resident pub- 
lic health engineer for WHO. 

Currrorp C. SHoro,* director of the Office of 
Business Administration, New York State 
Department of Health, has retired after 35 
years of service. He will continue as a 
consultant, particularly in hospital account- 
ing. 

Hazex K. Sriesecine, chief of the Bureau of 
Human Nutrition and Home Economics of 
the U. S. Department of Agriculture, has 
been awarded the Distinguished Service 
Award, the Department's highest citation, 
for her contribution to human betterment 
through nutrition work in the United States 
and abroad. 

James M. Suter, M.D.,* formerly health 
officer, Smyth- Washington-Bristol Health 
District, is now assistant director of Local 
Health Services in charge of the southwest 
district of Virginia. He succeeds V. A. 
Turner, M.D.,* recently resigned to accept 
employment with the federal government. 

James R. Tuomas, M.C.,+ Rtd., Captain, 
U. S. Navy, was recently named health 
officer of the Lamar-Pike-Spalding Health 
District, Georgia, succeeding Joun VENABLE, 
M.D.,* who has been made director of the 
training unit in the State Health Depart- 
ment. 

Ernest Epwarp Tyzzer, M.D., who is George 
. Fabyan professor of comparative pathology 
emeritus and professor of tropical medicine 
emeritus at Harvard University, was re- 
cently awarded the 1951 medal of the 
American Cancer Scciety “in recognition of 
his important contributions to the control 
of cancer.” 

Georce M. Wueattey, M.D.,* third vice- 
president of the Metropolitan Life Insurance 
Company, has been named chairman of the 
new Health Division of the Welfare and 
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Heaith Council of New York City, which 
was created following the recent merger of 
the Health Council of Greater New York 
with the Welfare Council of New York 
City. 

Mary Pottarp former consultant 
in community organization and health edu- 
cation, National Society for Crippled 
Children and Adults, has been appointed 
to the Bureau of Health Education, Cleve- 
land Division of Health. 

L. Witson, Cor., M.C., USA,* at- 
tached to the Federal Civil Defense Admin- 
istration, Washington, D. C., has been 


promoted to the grade of Brigadier General. 


DEATHS 


Exeanor M. Bicetow,? nutrition consultant, 
Visiting Nurse Society of Philadelphia, on 
June 3, after a long illness (Food and 
Nutrition Section). 

Daviw C. Bowen, who retired in 1942 as a 
New Jersey public health official, June 
1 at the age of 92. 

Axsert J. Stack, M.D.,¢ director, Institute of 
Public Health and dean, Faculty of Public 
Health, University of Western Ontario, 
London, Ont., Canada, and a 40-year mem- 
ber of the APHA (Laboratory Section). 

Cuartotre C. Van Winxiz, M.D., D.P.H.t 
pathologist and director, Taunton State 
Hospital Laboratory, Taunton, Mass. 
(Laboratory Section). 


CONFERENCES AND DATES 


American Public Health Association. 
Headquarters, Public Auditorium, 
Cleveland, Ohio. Oct. 20-24. 


Coming in October, November, and December: 


American Academy of Pediatrics. Annual 
Meeting. Palmer House, Chicago, II. 
Oct. 20-23. 

American Association of Medical Record 
Litrarians. Shoreham Hotel, Washington, 
D. C. Oct. 13-17. 

American Cancer Society. Annual Meeting, 
New York, N. Y. Oct. 23. 

American Dietetic Association. Minneapolis, 
Minn. Oct. 21-24. 

American Economic Association. Conrad 
Hilton Hotel, Chicago, Ill. Dec. 27-29. 
Amer'can Medical Association. Clinical Ses- 

sio. Denver, Colo. Dec. 2-5. 

Amerlcan Municipal Association. Hotel 
Statler, Los Angeles, Calif. Dec. 1-3. 

American Society of Planning Officials. 
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Copley-Plaza Hotel, Boston, Mass. Oct. 

5-8. 

American Standards Association. Waldorf- 
Astoria Hotel, New York, N. Y. Nov. 19. 

American Statistical Association. Palmer 
House, Chicago, Ill. Dec. 27-29. 

American Water Works Association: 
California Section. Huntington Hotel, 

Pasadena. Oct. 28-31. 

Chesapeake Section. Wardman Park 
Hotel, Washington, D. C. Oct. 29-31. 

Cuban Section. Havana. Dec. 4-6. 

Iowa Section. Hotel Hanford, Mason 
City. Oct. 23-25. 

Joint Meeting of Alabama-Mississippi and 
Florida Section, and Florida Sewage and 
Industrial Waste Association. San 
Carlos Hotel, Pensacola, Fla. Nov. 
16-19. 

Maritime Branch, Canadian Section. Lord 
Beaverbrook Hotel, Fredericton, N.B. 
Oct. 21-22. 

New Jersey Section. Madison Hotel, 
Atlantic City. Oct. 23-25. 

North Carolina Section. Skyland Hotel, 
Hendersonville. Nov. 10-12. 

Southwest Section. Mayo Hotel, Tulsa, 
Okla. Oct. 12-15. 

Virginia Section. Chamberlin Hotel, Old 
Point Comfort. Nov. 5-7. 

West Virginia Section. Chancellor Hotel, 
Parkersburg. Oct. 2-3. 

Association of American Medical Colleges 
and Conference of Professors of Preven- 
tive Medicine. Annual Meeting. The 
Broadmoor, Colorado Springs, Colo. Nov. 
10-12. 

Arthritis and Rheumatism Foundation. An- 
nual Meeting. New York, N. Y. Oct. 6. 

Civil Service Assembly of the United States 
and Canada. Hotel New Yorker, New 
York, N. ¥. Oct. 20-23. 

Conference for Health Council Work. An- 
nual Meeting. Cleveland, Ohio. Oct. 
20-24. 

Federation of Sewage and Industrial Wastes 
Association. Hotel Statler, New York, 
N. Oct. 6-9. 

Florida Public Health Association. Jackson- 
ville. Oct. 9-11. 

Industrial Hygiene Foundation. Annual 
Meeting. Pittsburgh, Pa. Nov. 19-20. 
International Conference of Social Workers. 

Madras, India. Dec. 14-19. 

Minnesota Public Health Conference. St. 
Paul Hotel, St. Paul. Oct. 2-3. 

National Association for Mental Health. 
Annual Meeting. Henry Hudson Hotel, 
New York, N. Y. Nov. 17-19. 

National Association for Music Therapy. 
Topeka, Kans. Oct. 30-Nov. 1. 
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National Association of Housing Officials. 
Hotel Statler, Buffalo, N. Y. Oct. 14-17. 

National Safety Congress and Exposition. 
Chicago, Ill. Oct. 20-24. 

National Social Welfare Assembly. Annual 
Meeting. Hotel Astor, New York, N. Y. 
Nov. 13-14. 

National Society for Crippled Children and 
Adults. Annual Meeting. Fairmont Hotel. 
San Francisco, Calif. Oct. 25-30. 

North Carolina Public Health Association. 
Battery Park Hotel, Asheville, N. C. 
Oct. 9-11. 

North Dakota Public Health Association. 
Dakota Hotel, Grand Forks. Oct. 10-11. 

Oklahoma Public Health Association. Nor- 
man. Nov. 20-22. 

Pennsylvania Public Health Association. 
Bellevue-Stratford Hotel, Philadelphia. 
Oct. 3. 

Society of Public Health Educators. Cleve- 
land, Ohio. Oct. 18-19. 

Washington State Public Health Association. 
Chinook Hotel, Yakima. Oct. 5-7. 

World Medical Association. Athens, Greece. 
Oct. 12-16. 


Directory of Health Service 


BLACK & VEATCH 
Coxsulting Engineers 
Water — Sewage — Electricity — Industry 


Reports, Design, Supervision of Construction, Investi- 
gations, Valuation ard Rates. 


4706 Broadway, Kansas City 2, Mo. 


THE DICKMAN LABORATORIES 
Albert Dickman, Ph.D., Director 
BLOOD TYPING 
SEROLOGY 
ROUTINE CLINICAL ANALYSES 


1415 W. Erie Avenue Philadelphia 40, Pa. 


EMERSON VENABLE, P. E. 
Chemist and Chemical Engineer 


Atmospheric Pollution. 
Industrial Hygiene Chemical Warfare — 


6Ill Fifth Ave., Pittsburgh 32, Pa. 


PROFESSIONAL EXAMINATION SERVICE 
Service in the 


Public Health 
Available to State and Local Health 


Examinations 


Ameri Public Health Association, Inc. 
1790 Broadway, New York 19, N. Y. 
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American Public Health Nisociation, Inc. 


Alpha Kappa Alpha Sorority, Chi il. 

American Bottlers F i , 
American Can Company, New York, N. Y. 
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George Baehr, M.D., New York, N. Y. 

Borden Company, New York, N. Y. 

Brooklyn Medical Group, Brooklyn, N. Y. 

Chlorine Institute, Inc., New York, N. Y. 

Congress of Industrial Organizations, Washington, D. C. 

Difco Laboratories, Inc., Detroit, Mich. 

Diversey Corporation, Chicago, Ill. 

Equitable Life Assurance Society of the United States, New York, N. Y. 
John Hancock Mutual Life Insurance Company, Boston, Mass. 

Hellige, Inc., Garden City. N. Y. 

Hoffmann-La Roche, Inc., Nutley, N. J. 

Holland-Rantos Company, Inc., New York, N. Y. 

International Association of Ice Cream Manufacturers, Washington, D. C. 
International Association of Machinists, Washington, D. C. 


~ International Equipment Company, Boston, Mass. 


Lederle Laboratories Division, American Cyanamid Co., New York, N. Y. 
Liberty Mutual Insurance Companies, Mass. 

-Tuli Corporation, New 
Geor e W. Merck, Rahway, N. J. 
M & R Dietetic Laboratories, Inc., Columbus, Ohio 
Metropolitan Life Insurance Company, New York, N. Y. 
Modern Sanitation—Powell Magazines, Inc., New York, N. Y. 
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National Farmers Union, Denver, Colo. 
New York Hotel Trades Council and Hotel Association Health Center, 

Inc., New York, N. Y. 
Orkin Institute of Industrial Sanitation, Atlanta, Ga. 
Oval Wood Dish -. Tupper Lake, N. Y. 
Owens-Illinois Glass pany, Toledo, Ohio 
Prudential Insurance Company of America, Newark, N. J. 
Sealright Company, Inc., Fulton, N. Y. 
Sharp and Dohme, Inc., Glenolden, Pa. 
E. R. Squibb and Sons, New York, N. Y. 
Steiner Sales Company, Chicago, Ill. 
Sun Life Insurance Company, Baltimore, Md. 
Textile Workers Union of America, New York, N. Y. 
UAW.CIO [United Automobile, Airera and Agricultural Implement 
nited Automobile, Aircra icultural Im 

Workers of America), Detroit, Mich. 
Union Central Life Insurance Com , Cincinnati, Ohio 
Union Health Center, New York, Ay: 
United Steelworkers of America, Pittsburgh, Pa. 
——— Company, Kalamazoo, Mich. 

inthrop-Stearns, Inc., New York, N. Y. 

Wyeth, Inc., Philadelphia, Pa. 
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GUMUUe-THE ASPIRATORS 
You Can Depend On! 


FOR HEAVY DUTY. 
Such as Polio Cases. . 


The Gomeo No. 791 Heavy Duty provides regulated 
< A “must” for polio cases where 


swallowing reflexes are 
CONTROLLED ASPIRATION 
When and Where You Weed 7 


This compact Gomeo No. 789 Portable Aspirator only 
18 pounds and io odjestable from to 90” of onction. Ideal for 
polio cases, post-operative work, urological and 

suction. Have your dealer show you how quietly and efficiently 
these Gomco Aspirators work! 


SURGICAL MANUFACTURING CORP. 


834H E FERRY STREET ‘BUFFALO 11, 


ALWAYS 


10 HELP You 


PREE ADVICE FOR 
BIOCERTA CORPORATION DAVE CUPS 


MILL CREEK 
Insecticides 
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Public Health Motion Pictures and Present Status of the Control of Air-borne Infections. 
L 15e. Subcommittee for the 


[April. 1950.) 4 pp. 
Cheuicaie ntroduced in the Production of Foods, 
(May Year Book 1950.) 8 15c. 
Hearings on ater-Borne 
Education You're 

evised 1948. 10c. 


of Local Housing Regulation Unies the 
CNov., 1942.) 16 pp. 25e. 
Lemuel Shattuck—Still a (February, 


Medical Care in a National Health een, fe 
Official Statement of the 
Association Adopted October 4, 1944. ties 
1944.] 6 pp. Se. 
Microbiological Methods for Frozen Dessert ey 
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ment. 
Basic Princi reprimed 9 of Healthful Housing. 2nd ed. 
1950. Report of the Committee on 


Hygiene of Housing. 34 Pp 
Conf Diseases in Man, 7th 


s and Control of 
3rd ed., 1950. 


589 
Diagnostic Procedures for Virus and Rickettsial 
Diseases. 1948. 347 pp 
—- Schedule. For use in the study and 
ppraisal of community health 1947. 
Senitation Evaluation Schedule. 
General Medical Care Programs in yas Health 


Departments. Milton Terris and Nathan Kra- 
mer. 


and Sewage Control Engineer- 
ing. 274 pp. Paper cover 

Health Fa NE Indices 1947-1948. A collection 
of charts showing the range of accomplish- 
ments in various fields of community health 
service. 90 pp. 

Methods for Determini 
on Materials. 


tion from the Danish). ita Omega ed., 


Order from the Book Service — 


i of the National Conference on Local 
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roceedings of the Princeton 
Local ‘Heaith Units, Sept. 1947 
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Planning 1948. 
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REPORTS OF THE COMMITTEE ON PROFESSIONAL 
EDUCATION 


(Officially Approved by the Governing Council of the A.P.H.A.) 


. Educational lifications of Community Health Educators 
Educational! lifications of Health Officers 
Educational! lifications of Medical Administrators of ized Health Activities 
Educational! Qualifications of Medical Social Workers in Health Programs 


Educational lifications of Nutritionists in Health Agencies 
Educational lifications of Public Health Dentists {Roposed) 
Educational! Qualifications of Public Health Engineers 
Educational lifications for Public Heelth Nursing Personnel 
Educational lifications of Public Health 

Educational lifications of Public Health Veterinarians 
Educational lificati: of Sanitarians 

Educationa! 


lifications of School i 
Single copies are available without charge 
Address requests to the 
Book Service 
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WASHES AIR, HUMIDIFIES, VAPORIZES, DOES ALL 
VACUUM CLEANING WORK, AND EVEN SCRUBS FLOORS! 


Water is the secret of Rexair’s dust-filtering action. Rexair—and only 
Rexalr—passes the stream of dust-filled air completely through a 
churning bath of water, discharging clean, humidified air inte the 
room. Rexair direct factory sales and service branches are listed in 
phone books of principal cities of United States and Canada. Call 
your lecal branch or write direct te: 


REXAIR DIVISION, Martin-Parry 


Fully Guaranteeu by a 69- Year-Old Company 


‘OVER 1,000,600 SATISFIED USERS 
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/s Your Neighbor's Health YOUR Business? 


If so, you need to enlist 


(Rates on larger quantities quoted on request) 
Order now from 


NATIONAL HEALTH COUNCIL 
1790 Broadway New York 19, N. Y. 
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Health Officers Engineering Maternal and Child Health Epidemiology 


C2 Industrial Hygiene ([) Public Health Education C School Health 
(€ Food and Nutrition [) Public Health Nursing C Dental Health 


Sponsors must be two members and/or Fellows of the American Public Health 
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A remittance for $ is enclosed. Dues will be paid by 


and a bill should be sent to that address. 
Annual membership dues are $10.00 ($10.50 Canada; $11.00 foreign countries ex- 
clusive of Latin America) and i include a subscription to the American Journal of 
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$16.50) covering the latter half of the current year and the whole of the ensuing 
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last drop 
protection story. 
science’s victory over 


epidemic disease. 


Man and 
Epidemics 


By A. WINSLOW 


; CONQUEST of epidemic diseases is 
one of the outstanding achievements of 
man in the past century. In the United States 
--- either way! the once-dreaded terror of uncontrolled out- 
@ Scal-Hood and Seal-Kapel breaks of such diseases as cholera, typhoid 
ide far more than old-fashioned fever, bubonic plague, yellow fever, and ma- 
-to-doorstep protection. Each laria is a thing of the past. 
keeps milk free contamination 
ig: ‘This book presents for the general reader 
the fascinating account of the modern methods 
oak Seal-Hood, the never of control that make it possible for the average 
touches the top of the » No citizen to draw pure water from the faucet, 


wires, forks or tools needed to 
And Seah enap back enjoy sanitary milk supply, and eat food 
on as often as required. without fear of infection. It also provides a 


Seal-Kap, the original “twist-off historical and philosophical background for 
..snap-on” closure, combines seal the professional worker in the field of public 
health. 


prominent dairies Dr. Winslow, professor emeritus of public 
are using Seal-Hood and Seal-Kap rie ‘ 
closures to pre “pa safeguard health gt Yale, is special consultant to the 
their milk and milk products. World Health Organization. //lustrated, $4.00 
dairymen, too, welcome the 
eration economy each closure 


Order from your bookstore, 
AMERICAN SEAL-KAP CORP. PRINCETON UNIVERSITY 


44th DRIVE, LONG ISLAND CITY 1, PRESS 
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DIRECTORY OF EXHIBITS 


80th Annual Meeting, American Public Health Association 
October 20-24, 1952 
Public Auditorium, Cleveland, Ohio 


Avog Screntiric, Division or A. S. & 
Co., St. Louis, Mo., Booths 906 and 907. 


American Agrovap, Inc., New York, N. Y. 
Booth 903. 


American Borruers of CaRsonaTep Bev- 
ErAGES, Washington, D. C., Booth 631. 


American CAN S New York, N. Y,, 
Booths 337 and 338. 


American Hosprrat Suppty Corp., Evans- 
ton, Ill, Booths 502 and 503. 


American InstiruTe or Baxinc, Chicago, 
Booth 336 


AMERICAN JouRNAL oF Nursinc Co., New 
ork, Y., Booth 303. 


AmerIcCAN Mepicat Assn., Chicago, IIl., 
Booth 437. 


American Topacco Co., New York, N. Y., 
Booths 512 and 513. 


Ames Co., Elkhart, Ind., Booth 408. 


Association Conventions Exuisits, New 
ork, N. Y., Booth 912. 


ASSOCIATION OF AMERICAN UNIVERSITY 
Presses, New York, N. Y., Booth 402. 


Basy Devetopment Cuinic, Chicago, IIL, 
Booth 227. 


Baker Laporatories, Inc., Cleveland, Ohio, 
Booth 908. 


Battrmore Lasoratory, Balti- 
more, Md., h 228. 


& Co., Rutherford, N. J., 
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BETTINGER, 
Booth 527 
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Borpen Co., New York, N. Y., Booth 302. 


Bristo.-Myers Co, New York, N. 
Booth 511. 


New York, N. Y, 
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vision, New York, N. Y., Booth 202. 
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Cerea Institute, Inc., Chicago, Ill., Booth 


413. 
Certiriep Bioop Donor Service, Jamaica, 
N. Y., Booth 605. 
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Cuurcn & Dwicut Co., New York, N. Y., 
Booth 335. 


Co., New York, N. Y., Booth 


Cuer-Site Co., Chicago, Il, Booth 627. 


Corninc Grass Works, Corning, N. Y., 
Booth 504. 
Cream or Wueat Corp., Minneapolis, 


Minn., Booth 411. 
Dirco Lasoratories, Inc., Detroit, Mich. 
Booth 405. 


Diversey Corp., Chicago, Ill., Booth 428. 


Economics Lasoratory, Inc., St. Paul, 
Minn., Booth 225. 
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Evaporatep ASSOCIATION, 
Ill., Booth 406. 

FIsHER Co., Pittsburgh, Pa., 
Booth 9 

J. Metvin, Perkasie, Pa., Booth 
611. 

Genera Inc, Minneapolis, Minn., 
Booth 438. 


Gerser Propucrs Co., Fremont, Mich.. 
Booth 528. 


Given Manuracturinc Co., Los Angeles, 
Calif., Booth 215. 


ae Mrc. Co., Medina, Ohio, Booth 
Huxz Co, H. J, Pittsburgh, Pa., Booth 
Heuice, In Island City, N. Y., 
Booth 427.” 
Hosart MANUFACTURING Troy, 
a Co., Troy, Ohio, 
Homemakers’ Propucts Corp., New York, 


N. Y., Booth 630. 


INTERNATIONAL CEeLLUCOTTON Propucts Co., 
Chicago, Ill., Bocth 538. 
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Booth 909. 


Movern Sanitation, New York, N. Y.,, 
Booth 436. 
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Ovat Woop Corp., Tupper Lake, N. Y., 
Booth 307. 
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Per Mux Co., St. Louis, Mo., Booths 409 
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Prizer, Cas. & Co., Inc., Brooklyn, N. Y., 
Booth 412. 
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N. Y., Booth 604. 
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Cup & Container Institute, New York, 
N. Y., Booths 309 and 310. 


Purnam’s Sons, G. P., New York, N. Y., 
Booth 430. 

Saunpers Co., W. B., Philadelphia, Pa., 
Booth 501. 


Scuentey Laporatories, Inc., New York, 
N. Y., Booth 609. 


Searricut Co., Y., Booths 
530, 531, 607 and 


Seay, Inc., Iil., Booth 330. 
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Chicago, Ill, Booth 332. 

Seven-Up Co., St. Louis, Mo., Booths 312 
and 313. 

— Corp., A. O., Toledo, Ohio, Booth 
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404. 
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Prsutornnian a new series of 
MEDICHROME?® Slides on Public Health Nursing” 


This first series of MepicHromes on Public Health 
Nursing covers the organization and activities of a 
visiting nurse association. 

Made with the cooperation of the Visiting Nurse 
Association of Brooklyn, Public Health Nursing 
Series MN 12, consists of 193 2 x 2” slides—all in 
color. A few of the activities covered are pictured 
below. 

The series is invaluable for teaching, lectures, 
demonstrations, and for graphically portraying pub- 
lic health nurse activities to laymen. 


MEDICHROMES are priced at $.80 per slide 
in cardboard ay sy and $1.00 per slide 


bound in glass. Quantity discounts on orders 


of 50 or more. 
*For complete listing of all slides in series 
MN 12, write 
Clay-Adams Company, Inc. 
141 East 25th Street, New York 11, N. Y. 


Cla A dam 4. Activities in = Care 


Centers; Nutrition, Physical Therapy, Etc. 


When writing to Advertisers, say you saw it in the Jounwar 


XLU 

| 

2. Health Supervision 3. Morbidity Program 

f 


4 
42 
: 
bad 
> 
- 


Isolation and Cultivation 
of BRUCELLA 


Preliminary Enrichment 
Isolation of Brucella strains from blood specimens is best 
accomplished by preliminary enrichment of the sample in 
medium prepared from Bacto-Tryptose Broth. For isolation 
from samples of infected milk no enrichment is required. 


Isolation of Strains 
After enrichment, the blood specimens are streaked on 
plates of Bacto-Tryptose Agar and the plates are incubated 
at 37° €. Milk samples are streaked on plates of 
Bacto-Tryptose Agar prepared with crystal violet to inhibit 
the streptococci and other Gram-positive organisms. 


Differentiation of Types 


Bacto-Tryptose Agar to which thionin or basic fuchsin has 
_ isolated strains of Brucella. 


Bact»-Tzyptose Agar, prepared without addition of dyes or 
other ingredients, supports luxuriant growth of all Brucella. 
It is an excellent medium for mass cultivation of the 
organisms for preparation of bacterial vaccines or antigens. 
Specify “DIFCO” | 


. THE TRADE NAME OF THE PIONEERS 


In the Research and Develupment of Bacto-Peptone 
«itd Dehydrated Culture Media 


Dirco LABORATORIES 


DETROIT I, MICHIGAN 
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